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THE GREAT TREA TMEN 


Kelly 


~“Fhis by of America and. England, gives you a: 
complete and compreliensive work-on Treatment superior to all others: It-gives you a 
Treatment that is right down to’ the minute, Treatment. with authority behind it, 
_a Treatment of greatest. usefulness—one - that will give you. more -service+-better 
service—than any other Treatment published: There~ is one chapter you will find 
extremely valuable—that on the> Treatment of Slight Ailments: Pain, fatigue, cough, 
“catching cold,” sore throat, backache, hemorrhage, - indigestion, heartburn, fainting, 
-ete—all conditions’ ‘you are daily called upon-to Telieve. The concise. directions 
you get here are worth many times the cost of the work. 
Three vos, each, illustrated. By. 82. Eminent Specialists. Edited by 


jJoun J. M.D.; University of Pennsylvania: 
‘ Per “voliime: Cloth, oo net; Half. Mofotco, $7.50 net. 


Ww. B. SAUNDERS COMPANY Philadelphia 
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The City View Sanitarium 
SEPARATE BUILDINGS FOR MEN AND WOMEN... NASHVILLE, TENN. 

A licensed ethical private institution for the treatment of Mental and Nervous Diseases, and 

selected clase of Alcoholic and Drug addictions. Commodious, well arranged, and Caowealily 


equipped buildings. Women's department just completed, fireproof throughout. Home-like sur- 
roundings a special teature. Specially trained nurses. Two resident physicians. Capacity 56. 


Consultants—Dr. Duncan Eve, Dr. Wm. G. Ewing, Dr. J. A. ‘Witherspoon; Dr. Paul F. bie 
Dr. S. S. Crockett, Dr. L. B. Graddy, Dr. W. W. Core. 


JOHN W. STEVENS, M.D., Phystcian-in-Charge. 
"Phone Main 2928 NASHVILLE, TENN. Rural Route No. 1 


THE TORBETT SANATORIUM 
Majestic Hotel and Bath House : 


Brick buildings. Ninety rooms with modern appointments. Full staff of Physicians and: Nurses. 4 
Equipped with everything recognized beneficial in the diagnosis and treatment of chronic diseases—. 
especially rheumatism, catarrhal, stomach and nervous troubles. Water similar in composition ~~. tame ae 
perature to Carlsbad. The land of sunshine. Write for folder. j — 


J. W. TORBETT, B. S., M. D., Superintendent, Marlin, Texas 


fans, modern plumbing and new furnishings. | Solicits all chronic cases, functional and 


A MODERN up-to-date private infirmary equipped with steam heat, electric light, electric 
organic nervous diseases, diseases of the stomach and intestines, rheumatism, gout and 


uric acid troubles, drug habits and non-surgical diseases of men and women. No insanity of 
infectious cases treated. Bed-ridden cases not received without previous arrangement. 


Hydrotherapy, Mechanical Macaw. Static, Galvanic, Faradic, High Frequency, Arc Light. and X-Ray 
Treatments given by pag it hysicians and Narses under the immediate supervision of the Medical 


Superintendent. Special la facilities for diagnosis by urine, blood, sputum, gastric juice and 

X-Ray. Recreation hall with post and billiards for free use of patients. 
Rates $26 per week; including treatment, board, medical attention and general nursing. ‘Send for 
large illustrated catalog. The Sanatorium is supplied daily, from the Pope Farm, with ables, 
poultry and eggs; also milk, cream, butter and buttermilk from its herd of registe Jerseys. 


THE POPE SANATORIUM | 


Established tees ~115 West Chestnut Street 


Distance Pho: 
CUMB. M. 2122, HOME 2122 | LOUISVILLE, KENTUCKY 
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The buildings are well constructed for surgical work. Competent Staff of Consultants and 
Assistants Internist, Opthalmologist, Cystescopist, Rudiologist, Pathologist. 


J. D. S. DAVIS, M.D., Birmingham, Alabama. 


CONSULTING BOARD 


Lewellys F. Ba agence M.D. Oak 


Sanger Brown, M.D. 


DR. MARY E. POGUE 
Physician in charge 
Oak Leigh, Lake Geneva, Wis. 


e 
Leig Long Distance Telephone 


Lake Geneva 


Archibald €hurch, M.D. Chicago Office: : 
ednesdays and Saturdays 
Hugh T. Patrick, M.D. Educational Sanitarium by appointment 


Telephone Central 4900 


William: Stearns, M.D. 


AT LAKE GENEVA, WISCONSIN 


FOR NERVOUS AND MENTAL DISEASES IN 
CHILDREN AND ADOLESCENTS 


EDUCATIONAL EQUIPMENT 


MOTOR AND SENSORY TRAINING | KINDERGARTEN ARTICULATION : 
SPEECH DEFECTS CORRECTIVE GYMNASTICS MANUAL TRAINING RAFFIA 
SEWING MODELING IN CLAY .. BRASS WORK NATURE STUDY 
DOMESTIC SCIENCE MUSIC READING WRITING ARITHMETIC SPELLING © 
GEOGRAPHY COMPOSITION AMERICAN AND ENGLISH HISTORY -_ PHYSIOLOGY 
GRAMMAR LITERATURE ALGEBRA CIVICS LATIN GERMAN , 


Trained Teachers and Trained Nurses 


Please mention The Southern Medical Journal when you write to advertisers. 
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The Grandview Sanitarium 


PRICE HILL CINCINNATI. 


For Mental and Nervous Diseases 
ALCOHOLISM and DRUG HABIT 


Especial Attention is Called to Our Plan of 
INDIVIDUAL CARE AND TREATMENT 
No ward service. Plenty of Nurses. Location ideal—high and beautiful. Large 


tract of wood and lawn. Retired. quiet and accessible. Grand 
views and perfect sanitation. 


REFERENCES: The Medical Profession of Cincinnati. 


Direct R. R. connections without change of cars, New Orleans, Mobile, Pensacola, South Florida. 
Mobile & Ohio, Louisville & Nashville, Queen & Crescent, Illinois Central. 


BROOKS F. BEEBE, M.D., Resident Medical Supt. 


Office: 414 Walnut Street, Cincinnati, Ohio 


OXFORD RETREAT 


OXFORD, OHIO 
Nervous and Mental Diseases 
Alcohol and Drug Addictions 

FOR MEN AND WOMEN 


96 Acres Lawn and Forest. Buildings Modern and First- 
Class in all Appointments. Thoroughly Equipped. 
Of Easy Access—39 Miles from Cincinnati, 
on C.H.&D.R.R. 10 Trains Daily. 


THE PINES 


An Annex for Nervous Women 
Write for Descriptive Circular 
R. HARVEY COOK, M. D., Physician-in-Chief 


Biloxi Sanatorium and Health Resort 


ON THE BEACH OF THE GULF OF MEXICO 


The most ideally located institution in the entire country. Seventeen acres of lawn and park. 
Own Artesian water. All rooms open outdoors. Screened throughout. Steam heat. Electric bells. 
Convalescent or nerve tired people can find no more satisfactory place in which to get well. Climate 


unsurpassed for insomnia. 


H. M. FOLKES, M.D., CONSULTANT. 
Please mention The Southern Medical Journal when you write to advertisers. 


ROSCOE L. WHITE, M.D., SUPT. 


A 
ii 
— 


SOUTHERN MEDICAL JOURNAL 


KES 
LUNE hmend PITAL 
for the Accommodation of h $ical Patients. 


KENTUCKY 


BEECHHURST SANITARIUM 


A thoroughly modern 
and well equipped 
psychopthis hospital 
for the treatment of 
mild nervous and 
mental diseases, drug 
addictions and alco- 
holism. Ample build- 
ings. Detached apart- 
ments for _ special 
cases. Twenty-five 
acres of wooded 
lawn. High and re- 
tired. 


E. P. THOMAS, 


Bus. Mgr. 


H. B. SCOTT, A.M.M.D., 


Med. Supt. 


Long Distance Phones: 
Cumberland, E 257a 
Home, 3555 
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OSGONOMOWOC HEALTH RESORT tonomowoc wiscousin 


New Building Absolutely Fireproof ARTHUR W. ROGERS, B.L., M.D., Resident Physician in Charge 


FOR NERVOUS AND MILD MENTAL DISEASES AND ADDICTION CASES 


Five minutes walk from interurban between Oconomowoc aad Milwaukee 
On main line C. M. & St. Paul Railway, 30 miles west of Milwaukee. 


Built and equipped to supply the demand of the neurasthenic, border-line and 
undisturbed mental case, for a high class home free from Contact with the palpably 
insane, and devoid of the institutional atmosphere. 

Forty-one acres of natural park in the heart of the famous Wisconsin Lake Re- 
sort region. Rural environment, yet readily accessible, A beautiful country im which 
to cortvalesce. 

The new building has been designed tv encompass every requirement of modems 
sanitarium construction, the comfort and welfare of the patient having been provided 


for in every respect. The bath department is unusually complete and up-to-date. 
yg of patients limited, assuring the personal attention of the resident physi- 
arge. 


THE POTTENGER SANATORIUM LUNGS AND THROAT. 


MONROVIA, CALIFO A thoroughly equipped institu- 
tion for the scientific treatment 
of tuberculosis.. High class ac- . 
commodations. Ideal all-year- 
round climate. Surrounded by 
orange groves and beautiful 
mountain scenery, Forty-tive 
minutes from Los Angeles. F. 
M. Pottenger, A.M., M.D., LL.D., 
Medical Director. J. E. Pot- 
tenger, A.B. M.D., Assistant 
Medical Director and Chief of 
Laboratory. For particulars 


address: 
GER SANATORIUM, 
Monrovia, Cal. 
Los Angeles office: 1100-1101 
Title Ins. Bide. Fifth and Spring 
Streets. 


THE GINCINNATI SANITARIUM 
A PRIVATE HOSPITAL 


For mental and nervous disorders. 
Situation retired and accessible. 
Methods ethical and modern. 

For detailed information apply for Annual Report. 


Dr. F. W. Langdon, Medical Director. 
Dr. B. A. Williams, Resident Physician. 
Dr. C. B. Rogers, Resident Physician. 
H. P. Collins, Business Manager. 


Address College Hill, Cincinnati, Ohio 


(Established 1905) ‘ 


KENILWORTH SANITARIUM 


Built and equipped for the treatment of nervous and men- 
tal diseases. Approved diagnostic and therapeutic methods. 
Special system of ventilation. Rooms impervious to noise. 
Elegant appointments. Bath rooms en suite, steam heat- 
ing, electric lighting, electric elevator. 

Resident Medicai Staff: Kathryn T. Driscoll, M.D., Assist- 
iwi Physician; Sherman Brown, M.D., Medical Superin- 
tendent. 


SANGER BROWN, Chief of Staff 


59 E. Madison Street, Chicage, Illinois. 
Hours 11 to 1. Telephone Randolph 5794. 


Please mention The Southern Medical Journal when you write to advertisers. 
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HIGH OAKS 
DR. SPRAGUE’S SANATORIUM 


LEXINGTON, KENTUCKY 


Nervous and Mental Diseases and Liquor and Drug Addictions 
Treated. Constant Medical Oversight and Skilled Nursing. 


HYDROTHERAPY VIBRATION BOWLING BILLIARDS 
ELECTRICITY MASSAGE TENNIS and CROQUET RESIDENT MUSICIANS 


Individual care in beautiful home-like surroundings 
Twelve acres of well shaded grounds and five — 
Number of patients limited to twenty-seven 

Classification Perfect. Charges Moderate 


ADDRESS 


GEORGE P. SPRAGUE, M. D. 


Long Distance Telephone 302 S. BROADWAY 


Situated Amid 
Delightful and 
Picturesque Scenery 


For Seekers After 
Health and 
ay 


‘A Real Health Resort for Those who are Sick, and 


a Real Rest Resort for Those who are Tired Out 


Large, modern, fire-proof main building, equipped with every appliance for sanitation, comfort and 
treatment. Cuisine the best—Rates moderate. Up-to-date Therapeutics. 


8 Hours from New York. 10 Hours from Philadelphia. 2 Hours from Buffalo by Lackawanna R. R. 
1% Hours from Rochester by Erie. 


The Jackson Health Resort 


SEND FOR LITERATURE DANSVILLE, NEW YORK 


* Please mention The Southern Medical Journal when you write to advertisers. 
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DRS. PETTEY & WALLACE’S FOR THE TREATMENT OF 


958 S. aan ae Alcohol and Drug Addictions 
Nervous and Mental Diseases 


A quiet home-like, private, high-class, institu- 
tion. Licensed. Strictly ethical. Complete equip- 
ment. New building. Best accommodations, . 

Resident physician and trained nurses. 

Drug patients treated by Dr. Pettey’s original 
method under his personal care. . 


THE HEIGHTS SANITARIUM, Inc., Houston, Texas 


For Mental and Nervous Diseases, Drug and Alcohol Addictions 
Pasteur Institute for Prevention of Hydrophobia in Separate Department 
Ideal Location, First-class Appointments, Thorough Equipment 
R. E. Cloud, M.D., Supt. and Resident Physician. (For several years Asst. Physician to San Antonio 


and Terrell Asylums.) John T. Moore, A.M., M.D., Consulting Surgeon. M. A. Wood. M.D.. Houston Clin- 
ical Laboratory, in charge of Pasteur Institute. 


INGE-BONDURANT SANATORIUM, Mobile, Ala. 


_A modern private hospital for the treatment of general medical and surgical cases, nervous and mental diseases, inebriety and drug addic- 
tion. BUILDING—Recently enlarged and completely renovated and refurnished. Steam heat, electric elevator, rooms with private bath. Ac- 
commodations for 40 people. EQUIPMENT—New surgical operating rcom, tile floored and completely equipped for surgical and gynecological 
work. Electric operating room, with galvanic and faradic wall plate, therapeutic lamp, vibratcr, X-ray apparatus, etc. Therapeutic bath 


room, With all needed apparatus for shower, meedle, douch, sitz and general bath, electric baths, etc. Mb ical and pathological !ab- 
oratory in charge of Dr. E. S. Sledge. All secretions are thoroughly examined when patients admitted. Training Schcol for Nurses offers a 
two-years’ course of instruction in general nursing. Address Dr. H. T. INGE, General Medicine and Surgery, or Dr. E. D. Bondurant, Ner- 
yous and Mental Diseases, Inebriety and Drug Addiction. 


Please mention The Southern Medical Journal when you write to advertisers. 
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ELMWOOD SANITARIUM kentucky 


For the Treatment of Mental and Nervous Diseases, Drug Addiction and Alcoholism 


i 
Approved Therapeutic “Meth- 
oe _ods, Hydrotherapy, Manual, 

Fim Sy Vibratory and Electric Mas- 

Qi sage. Trained Nurses and 

Attegdants. 

The re is well equip- 

ped with -every modern con- 

cenience and comfort and free 
from institutional atmosphere. 

The grounds are beautiful, 

containing twelve fares ,of 

well-shaded BLUE GRASS, 
situated 4 mile from LEX- 

INGTON, the Queen City of 

the Blue Grass Country. 

Terms $25 to $35 per week, 

payable one week in advance. 

Two resident physicians. 


0, A. NEVITT, M.D., SUPT. 
Late Supt. E. K. Asylum. 
_F. E. Peck, M.D., Asst. 


LYNNHURST SANIT ARIUM 


MEMPHIS, TENNESSEE 


4 


A Private Sanitarium for Nervous Diseases, Mild Mental Disorders and Drug Addictions 
A Rest Home for Nervous Invalids and Convalescents requiring environments differing from 
home surroundings. Modern and approved methods for giving Hydroptherapy, Electrotherapy, 
Massage and Rest Treatment. An improved treatment for Opium-Morphin addictions, which 
eliminates withdrawal pains and suffering. Experienced nurses. Mild climate. Artesian chaly- 
beate and soft waters. 


S. T. RUCKER, M. D., Medical Supt., Memphis, Tenn. 


Piease mention, The Southern Medical Journal when you write to advertisers. 
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DR. BRAWNER’S SANITARIUM ATLANTA, GEORGIA 


(Sanitarium located on Marietta Car Line, near Smyrna. City Office, 701-2-3 Grant Building. ) Leng distance phones. 


For Nervous and Miid Mental 
Diseases and Addictions 


A private home-like sanitarium. built and equipped fcr the care and@ 
treatment of Nervous and Mild Mental Diseases, General Invalidism 
and Allied C 6 are new and equipped with all 

modern gr Lights, Steam Heat and Private Baths 
with Hot and Cold Wa 

The grounds attain "et eighty (80) acres of beautifully shaded 
lawns, with Tennis, Croquet, Gardening and other outdocr recrea- 
ticns and diversions. 

The Therapeutic methods are thoroughly approved and scientific, 
including Hydrotherapy, Electrotherapy, Thermotherapy, Massage, ete, 
Special attention is given to the “‘Occupation Cure’’ and specially di- 
— recreations. Expert attention is given to the preparation of @ 

esome and palatable diet. For rates, ete., address DR. JAMES 
x OBRAWNER, Physician in Charge, Atlanta, Ga, 


WAUKESHA SPRINGS SANITARIUM 


FOR THE CARE AND TREATMENT OF 


NERVOUS 
DISEASES 


BUILDIN G ABSOLUTELY FIREPROOF 


BYRON M. CAPLES, M. D., Supt. 
WAUKESHA, WIS. 


THE SOUTHERN INFIRMARY 
MOBILE, ALABAMA. 

Pleasantly and conveniently located. Private rooms, modern in their appointments. Steam heated, 
well ventilated and lighted. Adapted for Surgical, Gynecological and Obstetrical cases. Insane and 
tubercular patients not admitted. School for Nur- ses. Rates moderate. 

Under contro! and management of T. H.'FRAZER, M.D., and W. R. JACKSON, M.D. 
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EXCEPT CASES OF DRUG ADDICTION AND INSANITY. 


For Convalescent Patients During the Summer. 
RICHMOND, VIRGINIA 


tricity , Vibration, Massage by Experts X-Ray, 
all kinds of diagnostic work. 


Nervous ‘and Gene. ai Mediciue e. 


FRED. M. HODGES, M. D 
Internal 9 and Physical Diagnosis. 


Internal Medicine and Physical Diaguosis. 


WM. B. PORTER, 
and Medical Assistaut. 


Ear, Skin Diseases, Etc. 


MISS FLOY L. MARTIN, R. N., MISS'L, I. HOLSTON, 
Superintendent. 
MISS BERTHA SHEPARD, Dietitian. 


THE HYGEIA 10] West Grace Street 


. FOR ACUTE AND CHRONIC MEDICAL PATIENTS, 


REST-A-BIT Opposite Country Club 


Increased Capacity with all Modern Facilities, including, in addition to the usual 
nipment, ac »mplete system of Therapeutic — together with all forms or Elec- 


The Clinical Laboratory is also supplied vat the most approved apparatus for 


Training School for Nurses, in which, besides the regular courses special practical 
work is given by Specialists in —— Massage, Hydrutherapy and Electricity. 


J. ALLISON HODGEA, Mi: Dé. Physician-in-Chief 


B, L. CRAWFORD, Mi Resident Physician 
Assistant Pathologist. 


Consulting Specialists in Surgery, Gynecology, Eye, 


R.N., 
Head Nurse, 
MISS RUBY PRIDDY Secretary’ 


Rates for Board and Nursing, two dollars per day and upwards, according to 
room selected by patient. Booklet by request. Open thro igh wut the year. 


Address DR. L. G. CORBETT, Greenville, South Carolina. 


An institution for the 
care of selected cases 
of nervous diseases and 
addictions to drug and 
alcohol. 

No mental cases ac- 
cepted. 

Treatment is individ- 
ualized to suit require- 
ments of each patient. 
Drug habit treated by 
eradual withdrawal. 
Minimum discomfort. 

Building quietly lo- 
cated, conveniently ar- 
ranged, and heated by 
steam. Atmosphere 
homelike, cheerful and 
bright; rooms airy and 
clean; table as good as 
the market affords. 


Please mention The Southern Medical Journal when you write to advertisers. 
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@. H. MOODY, M.D. T. L. MOODY, M.D. J. A. McINTOSH, M.D. 
Resident Physician Resident Physician Resident Physician 


DR. MOODY’S SANITARIUM ‘six Modern Bultaings) 


(Incorporated under the Laws of Texas.) 


For Nervous Diseases, Selected Cases of Mental Diseases, Drug and Alcohol Addictions 


315 Brackenridge Avenue SAN ANTONIO, TEXAS 


Sunnyrest Sanatorium 


WHITE HAVEN, PENNA. 


For Diseases of Lungs and Throat 


Situated in the Blue Mountains (1300 feet 
elevation) 3 hours from Philadelphia, 4 hours 
New York and 8 hours from Buffalo. 


COTTAGES AND INDIVIDUAL BUNGALOWS 


Visiting Physicians: Dr. H. R. M. Landis, 
Dr. Joseph Walsh, Dr. Chas. J. Hatfield, Dr. 
F. A. Craig and Dr. George Fetterolf of Phil- 
adelphia, and Dr. Alexander Armstrong of 
White Haven. 


BOOKLET 


ELWELL STOCKDALE, Supt. 


Individual Bungalow With Bath. 


DR. SHORTLE’S ALBUQUERQUE SANATORIUM FOR TUBERCULOSIS ‘No 


A ocrivate sanatorium where the closest personal attention is given each case, and offering all the advantages of a large institution. 
with complete laboratory and other modern facilities combined with mest of the comforts of home. 
Steam heat, hot and cold water, electric lights, call bells, local and long distance telephones, and private porches for each pres oll 


Situated but 14% miles from ALBUQUERQUE, the largest city and best market of NEW MEXICO, permits of excellent meal: 
service at a moderate price. A. G. SHORTLE, M.D., Medical Director. M. W. AKERS, Superintendent. 
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Dr. Board’s Sanatorium 


OFFICERS 
AND DIRECTORS 
Dr. Milton Board, 

Pres. and Supt. 

(Late Supt. West. Ky. 
Asylum for the In- 
sane.) 

(Late Member of Ky. 
State Board of Con- 
trol Charitable In- . 
stitutions.) 

Dr. J. T. Windell, 
Vice-President. 
Dr. Earl Moorman, 
Secy. and Asst. 

Dr. W. E. Gardner, 
(Supt Central Ky. 
Asylum.). 

Dr. A. T. McCormack 
Dr. Leon L. Solomon 
Dr. Irvin Abell 


TELEPHONES. 


REFERENCE. 


Cumberland ...S. 480 
Home ..........5996 


The Medical Pre- 
fession of Kentucky. 


AND NERVOUS DISEASES, DRUG ADDICTIONS AND ALCOHOLICS. 


Situated in the heart of the city, convenient and easy of access yet quiet and secluded. 
Opposite beautiful Central Park. Terms $20.00 to $35.00 per week. Outside patients 


charged office fees. For further information address 
DR. MILTON BOARD, Supt., 1412 Sixth St., Louisville, Ky. 


A modern, thoroughly equipped private institution for the treatment of MENTAL 


HOWELL PARK SANITARIUM (oon: »») ATLANTA, GA. 


For Treatment of Nervous, Mild Mental —— Drug Habits, Alcoholism, and General In- 
va m, 


HOWELL PARK SANITARIUM IN MID-WINTER. 


An ethically conducted private sanitarium situated in a beautiful suburb of Atlanta, surround- 
ed by a most luxurious park. 

Climate: Atlanta has the finest all-the-year-’round climate of any city in the country. A great 
resort for health-seekers and tourists—cool in summer, temperate in winter, with an average tem- 
perature of 60.8 degrees. 

Treatment: Such approved measures as Hydrotherapy, Phototherapy, Massage, Electro-thera- 
peutics, Rest Cure, or medicinal agents are used. Each case is individually studies and treated. 
The limited number received affords personal attention and surroundings best suited to his or her 
condition. All the comforts of a private home, excellent cuisine, and every room silently preaching 
the gospel of sunshine. 

: Examination fee, $10.00, whether patient remains in the institution or not. Rates 
weekly vary from $25.00 to $60.00, depending upon. treatment required and location of room; medical 
attention, general nursing, board and room included; extra nursing from $10.00 to (special nurse) 
$25.00 per week. All charges payable one week in advance. For descriptive booklet and further 
information address, ‘ 

J. CHESTON KING, M. D., Medical Director and Proprietor. 


| 
| 
| 


Please mention The Southern Medical Journal when you write to advertisers. 


= 
‘ 
| 


xii SOUTHERN MEDICAL JOURNAi 


DOWNEY HOSPITAL 


A new, modern, up-todate two-story building with roof garden, equipped 
with steam heat, electric lights, electric signal system and new furnishings. . 
All rooms outside, with or without private bath; hot and cold water in each. 
Fully equipped sterilizing and operating roms. Patients admitted suffering 
from Gynecological, Obstetrical, Abdominal and General Surgical conditions. 
Limited number of medical cases accepted. Mo contagious, alcoholic or men- 
tal cases admitted. Trained graduate nurses and excellent training school. 
For further information, address DOWNEY HOSPITAL, Gainesville, Ga. 


9 e pl 
Dr. Barnes’ Sanitarium - - Stamford, Conn. @ 3% 
f 
For Mental and Nervous Diseases and General Invalidism n 

Splendid location overlooking Long Island Sound and City. Facilities for care and treatment unsur- of 

passed. Separate department for cases of inebriety. 50 minutes from New York City. For terms - 

and informatiton apply to . 

F 


F. H. BARNES, M.D., Stamford, Conn. Long Distance Telephone 1867 


DR, BROUGHTON’S SANITARIUM 


For Opium, Morphine, Cocaine and Other Drug Addic- 


tions, includingjAlcohol and Special Nervous Cases 
i Methods easy, regular, humane. Good heat, light, water a ; 


help, board, etc. Number limited to 44. A well kept 
home. Address 


DR. BROUGHTON’S SANITARIUM 
Phone 536 2007S.Main St. Rockford, ll. 


SAN ANTONIO TENT COLONY fONcS°AND 


Special facilities for treating Pulmonary and Laryngeal Tuberculosis in all stages. Indi- 
vidual tent cottages and rooms in new, modern building with sleeping porches. Tuberculin 
4 and bacterins administered in all suitable cases. Ideal all-year-round climate, with mild 

# winters, and pleasant summers. Free from dust or sand storms. High-class accommoda- 
tions. Moderate rates. Medical director lives in the institution and gives each patient indi- 
vidual attention and constant supervision. For information address, 


DR. W. C. FARMER, Medical Director, San Antonio, Texas . 


Please mention The Southern Medical Journal when you write to advertisers. 
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JUST READY 


SOUTHERN 


IMPORTANT NEW WORK 


MEDICAL MEN AND THE LAW 


A MODERN TREATISE ON THE LEGAL RIGHTS, DUTIES AND LIABILITIES 
‘ OF PHYSICIANS AND SURGEONS. 
By HUGH EMMETT CULBERTSON, Esq. 
Member of the Ohio an@ New York Bars; Contributing Editor to many legal yubiications. 
‘ Octavo, 325 pages. Cloth, $3.00 net. : 
Most medical men enter upon practice with perhaps a general sense of responsibility, but with no 
knowledge at all of their myriad rights, duties and liabilities as viewed by the law. No matter what his 
professional fe arctirtre gp may be, a physician lacks the armor of self-protection if he fails to under- 
stand the reciprocal obligations between himself and the public. The penalty is commensurate with 
the responsibilities attaching to his profession, which deals with issues of life and death. The body 
ef law covering all the relations between the physician and the public is very definite, but it has 
never before been gathered into a comprehensive, clear and authoritative statement. This book deals 
not only with regular medicine and surgery, but also with the legal aspects of all the other methods 
of healing which are practiced at the present time. Every medical man who values his own peace of 
mind and material welfare will find this work replete with information of the utmost practical impor- 


tance. 


FOURTH EDITION A MANUAL OF 


PRACTICAL HYGIENE 


By CHARLES HARRINGTON, M.D: Revised by MARK W. RICHARDSON, M.D. 
Late Prof. of Hygiene, Harvard Medical School, Boston. Secretary, Massachusetts State Board of Health. 
Octave, 850 pages, with 124 engravings and 12 plates. Cloth, $4.50 net. 

This edition of Harrington’s standard work on hygiene will maintain it in the forefront of the 
immense literature on its subject. This pre-eminence it won by reason of its high authority, its 
exceptional clearness and its adaptation to the needs of all readers: students, physicians, sanitarians, 
quarantine officials, building and factory inspectors, school boards, military and naval medical officers, 
architects and food analysts. The features which characterized the earlier editions, and which won 
the hearty endorsement of all readers have been continued in this thoroughly revised issue. 


LEA & FEBIGER 


THOROUGHLY REVISED 


NEW YORK 
2 West 45th St. 


PHILADELPHIA 
706-8-10 Sansom St. 


Send Us Your Orders for Books on 


MEDICINE, SURGERY, PHARMAECY, 
NURSING, ETC. 


We also take? subscriptions for all MEDICAL 
JOURNALS, both Foreign and Domestic. 


‘SPECIAL RATES TO HOSPITALS AND TRAIN- 
ING SCHOOLS FOR BOOKS ON NURSING 


Send (J. A. MAJORS & @O.) BUY IN 


for 1301 TULANE AVENUE the 
Catalog | new orLeans Louisiana) SOUTH 


THE ONLY MEDICAL BOOK STORE IN THE SOUTH 


Please mention The Southern Medical Journal when. you write to advertisers. ee 
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Battle Creek 
Sanitarium 


is prepared to deal with all classes of 
chronic ailments, especially cases of 
gastric and hepatic disorders. Cases 
of chronic cardiac and renal disease, 
arteriosclerosis, neurasthenia, loco- 
motor ataxia, chronic constipation, 
genito-urinary diseases in both men and women. Not all 
cases are curable, of course, but most excellent results are 
often obtained in cases which are quite incurable, without 
all the special advantages afforded by a thoroughly equipped 
Sanitarium and Hospital. 

Our accommodations have been increased by the 
addition of the Annex which enables us to accom- 
modate three hundred additional guests. 


A copy of our 471 page booklet will be mailed free 
on receipt of the attached coupon. 


THE SANITARIUM 
Box 348 BATTLE CREEK 
MICHIGAN 


R OOM 1 AN 


Battle Creek, Michigan 
Gentlemen:. 

Enclosed is my card. Please send 
me your Book entitled The Battle 
Creek Sanitarium Book. 
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PANOPEPTON 


has qualities and characteristics which distinguish 
it from all other foods, native, cooked, or as 
ordinarily prepared (beef, flesh, cereal or milk.) 


erdedonn in a sterile agreeable solution, with its 23% of actual 
food constituents in a soluble, non-coagulable, perfectly assimilable 
form, with its protein in the high degree of cleavage which renders it in- 
stantly acceptable to the body cells, constitutes a food with properties dis- 
tinctly peculiar to itself. And clinical experience reveals that this food has 
a peculiar value in the feeding of the sick quite beyond and apart from that 
of the food substances from which it is derived, or any combination of 
food stuffs in ordinary form. 
PANOPEPTON is absolutely free from cane sugar or any artificial sweet- 
ening; has a wholesome characteristic flavor, savory and stomachic quali- 
ties, due to the “blend” of the basic materials from which it is derived— 
beef, wheat and genuine fortified Spanish Sherry wine. 


Fairchild Bros. & Foster 
' New York 


NEW MEXICO COTTAGE SANATORIUM, Silver Gity, New Mexico 


FOR THE TREATMENT OF TUBERCULOSIS 


Physician-ia-Chief, 
E. S. BULLOCK, M.D. 


Associate Physician, 
L. S. PETERS, M.D. 


Manager, 
WAYNE MacV. WILSON 


Winter Climate Ideal 


Beautiful situation in the moun- 
tains of southern New Mexico. 
Climatic conditions wonderfully 


perfect. Cool summers. Moder- 
ate winters. A flood of sun- 
shine at all seasons. Food ex- 
cellent and abundant. All the 
milk our patients can consume 
from our own dairy of selected 
cows. Moderate charge. Insti- 
— partly endowed. Separate 
ottaces for patients. Complete 
hospital building for febrile cases. 
Separate amusement pavilions for 
men and women. Physicians in 
constant attendance. Livery for 
use of patients. Well ged 
laboratory, treatment rooms, etc. 
All forms of tuberculosis re- 
ceived. Special attention to 
laryngeal tuberculosis. 
lin in administered — cases. 
One of the best 
equipped institutions for tuber- 
culosis in America. Putients re- 
ceived only through physi 
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gastric and hepatic disorders. Cases 
of chronic cardiac and renal disease, 
arteriosclerosis, neurasthenia, loco- 
motor ataxia, chronic constipation, 


genito-urinary diseases in both men and women. Not all 
cases are curable, of course, but most excellent results are 
often obtained in cases which are quite incurable, without 
all the special advantages afforded by a thoroughly equipped 
Sanitarium and Hospital. 
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addition of the Annex which enables us to accom-_ 
modate three hundred additional guests. 


A copy of our 171 page booklet will be mailed free 
on receipt of the attached coupon. 
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PANOPEPTON 


has qualities and characteristics which distinguish 
it from all other foods, native, cooked, or as 
ordinarily prepared (beef, flesh, cereal or milk.) 


prado in a sterile agreeable solution, with its 23% of actual 
food constituents in a soluble, non-coagulable, perfectly assimilable 
form, with its protein in the high degree of cleavage which renders it in- 
stantly acceptable to the body cells, constitutes a food with properties dis- 
tinctly peculiar to itself. And clinical experience reveals that this food has 
a peculiar value in the feeding of the sick quite beyond and apart from that 
of the food substances from which it is derived, or any combination of 
food stuffs in ordinary form. 

PANOPEPTON is absolutely free from cane sugar or any artificial sweet- 
ening; has a wholesome characteristic flavor, savory and stomachic quali- 
ties, due to the “blend” of the basic materials from which it is derived— 
beef, wheat and genuine fortified Spanish Sherry wine. 


Fairchild Bros. & Foster 
New York 


NEW MEXICO COTTAGE SANATORIUM, Silver City, New Mexico 


FOR THE TREATMENT OF TUBERCULOSIS 


Physician-ia-Chief, 
E. S. BULLOCK, M.D. 


Associate Physician, 
L. S. PETERS, M.D. 


Manager, 
WAYNE MacV, WILSON 


Winter Climate Ideal 


Beautiful situation in the moun- 
tains of southern New Mexico. 
Climatic conditions wonderfully 
perfect. Cool summers. Moder- 
ate winters. A flood of sun- 
shine at all seasons. Food ex- 
cellent and abundant. All the 
milk our patients can consume 
from our own dairy of selected 
cows. Moderate charge. Insti- 

for tients. Complete 
hospital building for febrile cases. 
Separate amusement pavilions for 
men and women. Physicians in 
constant attendance. Livery for 
use of patients. Well equipped 
laboratory, treatment rooms, etc. 
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ceived. Special attention to 
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culosis in America. Putients re- 
ceived only through physicians. 
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UNIVERSITY OF ALABAMA 
SCHOOL OF MEDICINE 
MOBILE, ALABAMA 


ENTRANCE REQUIREMENTS 


Completion of a four years’ high school course, or its equivalent, 14 Carnegie 
units. After January 1, 1914, one year of college work in Chemistry, Physics, Bi- 
ology, and Modern Languages, will be required in addition;’ and after January 1, 
1915, no student will be matriculated who has not completed two years of college 
work or its equivalent. Combination courses of six years for B. S. and M. D. de- 
grees, and seven years for A. B. and M. D. degrees, are now offered. 


COURSE OF INSTRUCTION 


Four years graded course, sessions eight and a half months long. First two-years 
in well equipped ,laboratories, under full time teachers. Last two years in hospital and 
dispensary, with practical clinical work in small sections in medicine, surgery, ob- 
stetrics and the specialties. Clinical facilities ample. 

- Fees $150.00. For catalogue and other information, address 


E. D. BONDURANT, M.D., Dean, 
School of Medicine, University of Alabama. St. Anthony and Lawrence Sts., Mobile, Ala. 


Please mention The Southern Medical Journal when you write to advertisers. 
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OF PHILADELPHIA Department of Medicine 


“In the rapidity and vigor of its growth, is probably without a parallel in the history of medical schools.’’ 
WHY? Because of its modern and practical method of instruction. 


Most advantageously located in the heart of the medical center of America. It has Well-Planned and Well- 
Equipped Laboratories; its own Large and Modern Hospital; the finest Clinical Amphitheatre Extant; abundant and 
varied Clinical Material; a Faculty of Renown and Hig Pedagogic Ability. 

Its Curriculum comprises Individual Laboratory and Practical Work by each student; Free Quizzes by members 
of the teaching staff; Ward-Classes limited in size; Systematic Clinical Conferences; Modifie and Modern Seminar 
- Methods; an Optional Five-year Course. The College has also Departments of Dentistry and Pharmacy and Chem- 
istry. 

Gend for announcements or information to 


SENECA EGBERT, M. D., Dean, Seventeenth and Cherry Streets, Philadelphia, Pa. 
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-—The Medico-Chirurgical College— 


NEW YORK POST- GRADUATE 


MEDICAL SCHOOL ANDHOSPITAL 


SECOND AVENUE AND TWENTIETH STREET, NEW YORK CITY 


The recently completed addition to the Medical School Building gives 
greatly increased facilities for Medical Instruction in all its branches. 


The LABORATORIES have been greatly enlarged, and are now fully 
equipped for teaching Tropical Medicine, Pathology, Chemistry, Vaccine 
Therapy, etc. Exceptional opportunities for research work. 


SPECIAL COURSES to limited classes are given in all branches of 
Medicine and Surgery. ‘ 

Courses are continued throughout the year. 
por For detailed information of the various clinics and special courses, 
address: 


GEORGE GRAY WARD, JR., M.D., Secretary of the Faculty. 


Collage of Physicians and Surgeons of Baltimore 


FORTY-SECOND ANNUAL SESSION BEGINS OCTOBER 1. 


The requirements for admission are those established by the Association of American Medical 
Colleges. The clinical facilities in Medicine, Surgery and Obstetrics are unusually good. The 
Laboratories are well equipped and the technical training is thorough. For catalogue or information 
address WM. F. LOCKWOOD, Dean, Calvert and Saratoga Streets, Baltimore, Md. 


THE CHICAGO POLICLINIC 


SPECIAL SUMMER SESSION. IN SURGERY, GYNECOLOGY, OBSTETRICS, DERMATOLOGY, RECTAL, 
GENITO-URINARY, MEDICINE, ..EYE, EAR, NOSE AND THROAT diseases will begin May 1, 1913 and 
continue to September 3; 13. 

Physicians may enter at any time. Special courses will be conducted in General Operative Sur- 
gery and Surgery, Eye, Ear, Nose and Throat, together with ge courses in Bacteriology, cover- 
ing examinations of Blood, Pus, Sputum, Urine, Gastric Juice. give special courses in the WAS- 
SERMANN and the methods of making SUTOGENOUS “VACCIN 

M. L. HARRIS, M.D., Secretary, Dept. U., 219-221 W. Chicago “Avenue, Chicago, Ill. 


Auditorium Hotel. 


W. S. Shafer, Manager 
Michigan Boulevard and Congress St. 


CHICAGO 


. Overlooking Grant Park and beautiful Lake Michigan, and 
at the same time within five minutes’ walk of the postoffice, 
the leading theatres and business centers, makes it positively 
unrivalled in this respect. 

: Most massive fireproof structure ever erected for hotel pur- 

“poses, with an equipment second to ‘none. Improvements 
made under the present management cost over $300,000. 

: Rates per day: $2 and up, single; $3 and up, double. With 
3 » Private bath, $3 and up, single; $5 and up, double. 

Special summer rates will be made to physicians to and 
from the Medical Convention in Minneapolis. 
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We Prescribe the Best Possible Service to the 
American Medical Meeting 


Convention to be held at Minneapolis next June. The route is the oldest and most 
extensively patronized between Chicago and the Twin Cities. It is the only double tracked 
line to Minneapolis. Five daily trains Chicago to Minneapolis. 

Leave Chicago 9:30 A.M., 10:10. A.M., -6:30 P.M., 6:35 P.M:,. 10:15 P.M. 
Arrive Milwaukee...11:30 A.M., 12:10 P.M., 8:30 P.M., 8:50 P.M., 12:15 A.M. 
Arrive Minneapolis..10:45 P.M., 10:55 P.M., 7:10 A.M., 7:45 A.M., 11:30 A.M. 

The equipment of these trains are the most skillful productions of the car building art. 
The “St. Paul’ sleeping car has that dist'nctive comfort feature, the “Longer, Higher and 
Wider” berth. The meals are the best that culinary skill can produce. 

Superior service is the constant aim. It is manifest in the equipment, dining car service, 
and civility of the employes. These laurels of distinction are found on the 


Chicago, Milwaukee & St. Paul Railway 


The route of the famous “Pioneer Limited’’ and four additional trains between Chicago 
and the Twin Cities. 
For rates, reservations and free literature write: 


W. H. ROGERS, 
GEO. B. HAYNES, Traveling Passenger Agent, 
General Passenger Agent, 517 Hibernia Bank Bldg., 
Chicago, Illinois. New Orleans, La. 


The Southern Medical Association Special 
Trains to the Minneapolis Meeting of the 
AMERICAN MEDICAL ASSOCIATION 


The Secretary of the Southern Medical Association has received a num- 
ber of requests to arrange for one or more special trains for Southern 
physicians who will attend the Minneapolis meeting of the American Med- 
ical Association. The matter was referred to the Councillors, who have 
authorized the Secretary to arrange for.one or more special trains as may 
he needed. 

Physicians expecting to attend the next meeting of the American Med- 
ical Association, and who desire to go on these trains, will please write the 
Secretary, Dr. Seale Harris, 905 Van Antwerp Building, Mobile, Alabama, 
giving route preferred and other suggestions as to the arrangements for 
the Southern Medical Association Specials. 


Please mention The Southern Medical Journal when you write to advertisers. 
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THE FOREMOST CONSTITUTIONAL THERAPY 
IN 
GOUT, ACUTE & CHRONIC, TYPICALL ATYPICAL; 
ARTICUAR RHEUMATISM, ARTHRITIS, 
NEURITIS, HEMICRAMA, MIGRAINE; 
NEURALGIA, SUATICA, LUMBAGO; 
IRITIS, EPISCLERITIS, OTOSCLEROS/S; 
ECZEMA, PRURITUS, URTICARIA; 
Powerful Uric Acid Mobilizer acveouaris, 
—Not just a uric acid solvent TEETILEROS/ONS OF THE ENAMEL. 
-Free from depressant by-effects 
Rational, Effective Antipyretic 3 — 
CLINICAL LITERATURE & SPECIMEN | "Novato ph 
SCHERING & GLATZ, NEw yorK: i 
FORS 
_ ———= | CONVENIENCE AND SAFETY IN ANESTHESIA 


CAINE-McDERMOTT 
WARM ETHER APPARATUS 


Fk | i > »| Gives a continuous flow of warm ether vapor without 
hee 8 ~# | the use of a flame. By administering a warmed flow of 
ate | SS | ether you increase its volatility and rapidity of absorp- 
P a“. £ | tion, thereby decreasing the dangers of over-dosage and 

| cleleterious after effects. 
The CAINE-McDERMOTT apparatus is particularly 
oo aa 2s. | valuable in operations in the throat, around the jaws, 
*lips, cheeks, etc., as its use permits a wide and unob- 

structed field for surgical manipulations. 

Besse Suitable for all kinds of operations by the simple at- 


tachment of the Gwathmey mask. 


Write for special descriptive circular. 


The McDermott Surgical Instrument Co., Ltd. 


734-738 Poydras St., NEW — LA. 


Please mention The Southern Medical Journal when you write to advertisers. 


— 
al 
; 
j 
} 
4 
| 
| 
H 
a 
—_ 
4 


xx 


SOUTHERN MEDICAL JOURNAL 


THE NEXT MEETING OF THE 


American Medical Association 


To be held at Minneapolis, in June, 1913, can be best 
reached from the Southern States via the 


Louisville & Nashville Railroad 


THE GREAT TRUNK LINE OF THE SOUTH. 


Two through trains each day on fast schedules, with all that is modern 
and up-to-date in equipment. 


W. A. RUSSELL, R. D. PUSEY, 
Passenger Traffic Manager General Passenger Agent 


LOUISVILLE, KY. 


Special Train to Minneapolis 


Acting under the authority of the Councillors, the Secretary of the South- 
ern Medical Association has made arrangements with the 


Louisville & Nashville Railroad 


for a special train to Minneapolis, for the coming meeting of the American 
Medical Association. Train will be operated from New Orleans via Mobile, 
Montgomery, Birmingham, Nashville, Mammoth Cave, Louisville and Chicago. 
This is a particularly attractive route and should appeal to ‘all who expect to 
make trip. It will be a great thing for the Southern Medical Association if 
We can go on a solid train of our own through to Minneapolis. The railroad 
rates will be reasonable and the trip wa be a delightful one in every sense of 
the word. Try and go with us. 


- Full information can be had by addressing Dr. Seale Harris, Secretary, 


905 Van Antwerp Building, Mobile, Ala., or J. K. Ridgely, Assistant General 


_ Passenger Agent, Louisville & Nashville Railroad, New Orleans, La:. - 
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PUBLISHED MONTHLY 


VI: NASHVILLE, TENN., APRIL 1, 1913 


Volume 


PRELIMINARY REPORT OF THE COMMIS- 
SION OF THE SOUTHERN MEDICAL AS- 
SOCIATION, FOR THE STUDY AND 
PREVENTION OF MALARIA, 

YEAR ENDING NOVEM- 

BER 4, 1912.* 


At the last meeting of the Southern Medical Asso- 
ciation at Hattiesburg, Miss., in November, 1911, 
the President of the association was authorized by 
the association to appoint a commission for the 
study and prevention of malaria, and this commis- 
sion was appointed during the early summer of 1912, 
‘the membership being as follows: ; 

Capt. Charles F. Craig, Medical Corps, U. S. 
Army, Washington, D. C., Chairman. 

Dr. Graham E. Henson, Jacksonville, Fla., Secre- 
tary. 

Dr. R. H. von Ezdorf, U. S. Public Health Ser- 
vice, Mobile, Ala. 

Dr. W. S. Thayer, Johns Hopkins Hospital, Bal- 
timore, Md. 

Dr. William Krauss, Memphis, Tenn. 

Dr. Creighton Wellman, New Orleans, La. 

Dr. Seale Harris, Mobile, Ala. 

Dr. William H. Deaderick, Marianna, Ark. 

Dr. C. C. Bass, New Orleans, La. 

Owing to the short period in which the commis- 
sion has been working it is impossible to report 
a great deal of progress, as we have only begun to 
organize and institute methods for acquiring better 
knowledge of the distribution and character of the 
malarial infections throughout the South, and the 
best way in which to combat them The commission 
has no funds at its disposal, and the work so far 
accomplished has been only rendered possible by the 
financial assistance of one of its members, who has 
paid for all of the printing and for the mailing 
of our circular requesting information, which was 
sent to all city, county and State health officers. 

The commisison deemed it desirable that before 
making any recommendations regarding the pro- 
phylaxis of malaria in the South some definite 
knowledge be of record regarding the types of in- 
fection present in various regions; the regions most 


*Read before the Southern Medical Association, 
Jacksonville, Fla., November 12-14, 1912. 


ORIGINAL ARTICLES 


badly infected; the measures, if any, being taken to 
prevent infection, and whether such measures are 
practicable throughout the State under investigation. 
In order to secure this information, a circular was 
prepared and printed and mailed to city, county and 
State health officers in every State included in the 
membership of the Southern Medical Association. 

The replies to this circular have been numerous, 
although we have been disappointed in the number 
of answers from certain of the States, but greatly 
encouraged by the kindly wishes and offers of as- 
sistance contained in many of them. It is very evi- 
dent that there is a great deal of interest among 
the profession in the question of the prevention of 
malaria, and your commission believes that its work 
will be enthusiastically supported by the vast ma- 
jority of the practicing physicians of the South. 

In this, our first report to the association, it is 
intended to give a summary of the reports received 
in reply to our circular asking for information, for 
we believe that many facts of great importance in 
the study of this question are brought out in the 
replies we have received. 

Health officers in the following States have re- 
plied to our circular: Alabama, Arkansas, Florida, 
Georgia, Kentucky, Louisiana, Maryland, Mississippi, 
North Carolina, Oklahoma, South Carolina, Tennes- 
see, West Virginia, Texas and Virginia—fifteen States 
in all. From some of these States we have received 
very few replies, but from most of them they have 
been numerous and show much interest in the 
work of the commission. In all 263 counties have 
been heard from, not including nearly every county 
in West Virginia, where malaria is reported as be- 
ing present only in the form of imported cases, the 
disease not being endemic in that State. 

An analysis of the data received can best be made 
by considering the replies to each question separately, 
and, therefore, in this report the question will first 
be stated and then an analysis made of the answers. 
The detailed reports by State and county are given 
in the table appended. 

Question 1. Have you any statistics regarding the 
presence of malaria in your locality? 

In reply to this question 260 counties answered 
“No,” while only three answered “Yes.” Many of 
the counties giving a negative reply have statistics 
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as regards deaths from malaria, but none regard- 
ing the total number of infections present. This 
would be expected, as malaria is not a notifiable dis- 
ease. It also follows that the statistics given in 
answer to certain other questions asked in the cir- 
cular were arrived at from the results of personal 
experience, and this must be considered in inter- 
preting the results of the inquiry. It is very evi- 
dent that we cannot arrive at just conclusions re- 
garding the prevalence of malaria in the South until 
the disease is made notifiable, just as is any other 
infectious disease. ; 

Of the 263 counties reporting, 155 are stated to 
be malarial, while 1o8 are said to be free from the 
infection. 

Question 2. What is the approximate number of 
cases per year per 1,000 population? 

The following table gives a summary of the 
answers to this question. Table 1: It should be 
remembered that the figures given in this table are 
only approximate, being very largely arrived at from 
the personal experience of the reporter. However, 
it is believed that they are as accurate as can be 
expected in the absence of official statistics. 


TABLE I.—SHOWING PERCENTAGE OF CASES OF 
MacariaA Per 1,000 PoPpULATION. 


No. of Cases Per No. of Counties 


1,000 Population. Reporting. 
800 I 
750 I 
500 2 
400 2 
250 7 
125 2 
100 8 

75 to 50 21 
49 to 25 20 
25 or less 21 
Unknown 70 


The great variation in the number of cases of 
malaria per 1,000 population in the different counties, 
even though situated in the same State, would be 
expected, but a careful microscopical examination of 
the blood of all patients in some of the counties re- 
porting the highest percentage of infection would 
undoubtedly prove that many of them were suffer- 
ing from diseases other than malaria. 

For the replies received in answer to this question, 
arranged by States and counties, see the appended 
general table. 

Question 3. What is the real or approximate 
ratio between present and past prevalence of 
malaria? 

Of the 155 counties reporting malaria, 86 stated 
that the ratio was less now than in the past; in 25 
the ratio was reported as the same; in 16 it was 


reported that the ratio had increased; while in 28 
no definite answer was given to this question. The 
large number of counties (86) in which the malaria} 
fevers are reported as less numerous than in the 
past is very encouraging, especially when we learn 
that in at least one-half of them the statement is 
made that the number of cases of malaria is not 
50 per cent of what it was a few years ago. It is 
also an interesting fact that it is generally in the 
counties reporting that considerable attention is be- 
ing given to prophylactic measures that the greatest 
reduction has occurred in malaria, although this is 
hot invariably the case, for in some counties no 
prophylactic measures have been adopted. In these 
counties some natural prophylactic circumstance has 
operated, perhaps through drainage for other pur- 
poses, or the removal of vegetation sheltering the 
breeding places of mosquitoes. 

Question 4. Can you give statistics or approxi- 
mate the death rate from malaria in your locality? 

From the replies to this question it is evident that 
the pernicious forms of malaria occur in 105, or 67 
per cent, of the counties reporting the presence of 
malaria. The approximate percentage of death from 
this cause to total deaths is discussed in the follow- 
ing section. The death rate from malaria varies 
greatly in the different States and counties, from 
40 per cent in one county to less than one’ per cent 
in many. In only a few of the counties reported 
does the percentage exceed five per cent. The exact 
figures are given in the appended table. 

Question 5. What is the ratio of deaths from 
malaria to total deaths? 

The following table (Table 2) gives a summary 
of the answers to this question, while the appended 
general table gives the. reports received from each 
county. 

It will be observed that the percentage varies 
greatly in different localities, 40 per cent in one 
county, to less than 0.5 per cent in several others. 
Arkansas, Louisiana, Mississippi and Texas report 
the highest percentage, Arkansas easily standing at 
the head of the list in this respect. 

Question 6. What is the season of greatest preva- 
lence? 

In all but three of the 155 counties reporting the 
presence of malaria, the season of greatest prevalence 
was reported as being the summer and fall, the 
tertian infections being most common during the 
summer, while the estivo-autumnal were most 
prevalent during the fall. In one county the season 
of greatest prevalence was reported as being spring 
and fall, and in another as summer. In every county 
reporting malarial infections the zstivo-autumnal 
fevers were reported as being present only during 
the later summer months and autumn. 
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TABLE 2—RATIO OF DEATHS FROM MALARIA TO TOTAL DEATHS. . 


Percentage of Deaths From 


State. County Reporting. Malaria to Total Deaths. 


Question 7. What types of malaria are prevalent, 
classifying the infections as aestivo-autumnal, ter- 
tian and quartan? 

Question 8. What type is most prevalent? 

Of the 155 counties reporting malaria, 38 reported 
all three species of the plasmodium as being pres- 
ent; 66 the tertian and xstivo-autumnal plasmodia ; 
36 the tertian and quartari plasmodia; two the 
quartan and estivo-autumnal plasmodia; and two 
the quartan alone. In some of these reports the 
diagnosis of the form of malaria present must have 
been made upon the clinical character of the infec- 
tion, as it was stated that the microscope was not 
used in the diagnosis of malaria in the locality re- 
ported upon, but in the. vast majority the diagnosis 
was evidently made by the microscope. 


From a study of the reports it may be stated 
that every State reporting malaria, and this includes 
all of the States with the exception of West Virginia, 
is infected with all three species of malarial plas- 
modia, the most prevalent species in the more North- 
ern States being the tertian, while in the Southern 
portion of the territory covered in this report the 
zstivo-autumnal plasmodia are the most prevalent- 
Every State reports the presence of pernicious forms 
of malaria, with the exception of West Virginia. 

In summary, the tertian plasmodium was reported 
from 145 counties, the xstivo-autumnal plasmodia 
from 108 counties, and the quartan plasmodium 
from 46 counties. 

Question 9. Are malignant types of malaria pres- 
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ent? What ratio do such bear to non-malignant 
types? 


of the 155 counties reporting malaria, or 67.3 per 
cent. The ratio these infections bear to non-malig- 
nant types varies greatly in different counties in the 
same State and are given in detail in the appended 
general table. The following table (Table 3) gives 
a summary of the data from the counties in which 
the reporters gave figures upon this subject: 


Malignant types of malaria are reported from 105 


_ Question 11. Is the microscope used in the diag- 
nosis of malaria in your locality? 

This question was answered “yes” by the reporters 
of 74 counties, and “no” by the reporters of 81 
counties in which malaria is present. Thus, in more 
than 50 per cent of the counties reporting malaria 
the microscope is not used in the diagnosis of the 
d’sease, and in many of the counties in which it is 
used it was stated that only a few practitioners used 
this greatest of all helps to a correct diagnosis of 


TABLE 3—RATIO OF MALIGNANT TO NON-MALIGNANT MALARIAL INFECTIONS. 


Ratio of Maliznant to Non- 


State. County Revorting. Malignant Malarial Infections. 


In only two counties is the ratio of malignant to 
non-malignant infections given as over IO per cent, 
two counties in Arkansas ‘reporting a ratio of 15 per 
cent; in most of the counties the ratio is given as 
about I per cent. 

Question 10. What is the range of season for the 
malignant types? 

In all the counties reporting malignant types of 
malaria the fall was given as the season in which 
such types are most prevalent. 


these infections. Many of the county health officers 
stated that while the microscope was not generally 


used, they themselves used it, and in answering the _ 


questions regarding the spectes of plasmodia present, 
they based their conclusions upon a _ microscopic 
diagnosis. 

Question 12. Do you have any service for the 
study and classification of mosquitoes? If so, what 
is the predominant species of anopheles in your sec- 
tion? 
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The answer to this question was in the negative 
jn every county that reported. In not a single county 
of the 155 reporting malarial infections has any 
official step been taken in the study of the anophelina 
present, and not one of the health officers reporting 
to the commission was able to inform us regarding 
the prevalent species of malaria-carrying mosquito 
in their localities. A few reporters stated that 
anopheles were most abundant in the fall. 

Question 13. What proportion of houses are 
screened in your locality? 

This question was quite generally answered, but 
the figures given largely pertained to the towns and 
cities rather than the country districts. The follow- 
ing table gives the percentages reported, but for the 
details of the report, the data being arranged ac- 
cording to States and counties, the reader is referred 
to the general table appended. 


TABLE 4.—PERCENTAGE OF Houses SCREENED IN I5 
Counties ReporTING MaAcaria.* 


Percentage of Houses Number of 
Screened. Counties. 
95 per cent 2 
90 per cent 16 
85 per cent 
80 per cent 
75. per cent 
65 per cent 


65 to 50 per cent 
50 to 25 per cent 
25 to 15 per cent 
IO per cent or less 
We believe that it is safe to state that in the coun- 
try districts throughout the most malarial portions 
of the South not over Io per cent of the houses are 
screened. Indeed, it is believed that this is a very 
high estimate, and that in reality not over 5 per 
cent are well screened. It is doubted if a fraction 
of one per cent of the houses of the negroes are 
Screened in any region in the South except in the 
towns or cities. 
Question 14. Are any prophylactic measures 
against malaria being employed in your locality? 
Of the 155 counties reporting malaria, 88 nega 
“yes” to this question, and 67 answered “no.” In 
other words, in 56 per cent of the infected ‘aiilias 
something is being done in the prophylaxis of 
malaria, while in 43 per cent no prophylactic meas- 
ures are being undertaken. It is significant, as will 
be observed upon referring to the appended general 
table, that in some of the most badly infected re- 
gions reported no measures are being taken regard- 
ing prophylaxis other than the treatment of the dis- 
ease. In view of such facts it is not surprising that 
malaria continues to be the scourge of the South. 


*All of the high percentages apply only to nme 
towns or cities. 


nar 
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Question 15. What steps are being taken regard- 
ing: (A) Drainage? 

In 70 of the infected counties drainage is being 
undertaken to some extent, as a prophylactic meas- 
ure, while in 85 of the infected counties nothing is 
being done in this direction. 

(B) Mosquito destruction? 
breeding places? 

In 62 of the infected counties something is being 
done in this direction, while in 93 of the infected 
counties the mosquitoes are unmolested. Drainage 
and oiling are generally given as the measures 
adopted. 

(D) Screening of houses? 

See answer to Question 13. In very many of 
the counties where the houses are screened it was 
stated in the reports that screening was not done to 
prevent malaria, but simply as a measure of com- 
fort, the mosquitoes being so numerous. It is safe 
to state that screening of houses primarily as a 
prophylactic measure against malaria is very seldom 
used in the country districts, the very regions where 
it would be most valuable, and that even in the 
cities screening has been very largely adopted as 


(C) Treatment of 


a protection against yellow fever or as a measure 


of comfort. 

(E) Screening of patients? 

In 37 of the infected counties patients suffering 
from malaria are screened to some extent, while in 
118 infected counties this precaution against the 
spread of infection is not taken. In other words, in 
76 per cent of the infected counties patients suffering 
from malaria are unscreened and therefore may be 
frequently a source of infection to mosquitoes. 

(F) Quinine prohpylaxis? 

Quinine prophylaxis is reported as used in 39 of 
the infected counties, and not used in 116. 

(G) Public instruction? 

In 68 of the infected counties some form of pub- 
lic instruction in the prevention of malaria is given, 
while in 87 of the infected counties no public instruc- 
tion is given. 

(H) Diagnosis of latent infections? 

In only three of the 155 infected counties are’ any 
means employed to discover latent malarial infec- 
tions, i. e., carriers of the disease. 

(1) Treatment of latent infections? 

In only three of the 155 infected counties is any 
effort made to treat latent malarial infections. Of 
course, this would be expected, as it is only in these 
three counties that any effort is made to discover 
such infections. 

(K) What is the routine method of treatment of 
malaria in your locality? 
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Almost without exception the answer to this ques- 
tion was “quinine and calomel.” In about go per 
cent of the reports the statement is made that treat- 
ment is pursued only while the symptoms of malaria 
are present. 


AN EsTIMATE OF MALARIA IN CERTAIN OF THE SOUTH- 
ERN STATES; THE NUMBER OF DEATHS, NUM- 
BER OF CASES AND THE EcoNoMICc Loss. 


In compiling the following estimate of the amount 
of malaria in certain of the Southern States and the 
economic loss sustained therefrom, the average death 
rate per 100,000 population in those cities within the 
registration area of the State has been applied to 
the entire population of the respective States, thus 
arriving at the number of deaths. It has then been 
assumed that the disease has a mortality rate of 
one per cent, and the total number of cases thus 
estimated. It has further been assumed that the 
cost of each case, including medical care, drugs 
loss of time to the wage earner, etc., is ten dollars 
a case, while a monetary value of two thousand dol- 
lars has been given to a life. 

The larger portion of the South is not represented 
in the registration area, in fact, only a very small 
section of the South, representing certain of the 
larger cities, is within this area. It is therefore 
impossible to make an estimate with absolute ac- 
curacy, but it is believed that the following figures 
constitute an extremely conservative estimate of the 


number of deaths from malaria in the South, the 


number of cases, and the economic loss sustained 
by the commonwealth. 

The original death rates, which are the basis of 
this entire estimate, corstitute the rates prevailing 
in the centers of population of the respective States 
to which this rate is applied, but it should be borne 
in mind that it is extremely likely that a higher 
rate prevails in the rural communities. It is true 
that certain cities in the South have reported a 
malarial death rate that is in all probabilty too 
high, this error being due to incorrect diagnosis, but, 
on the other hand, certain cities, in known malarial- 
infected States, have, by efficient measures, prac- 
tically eradicated the disease, so that the rate of 
such a city applied to the rural portions of that 
State, manifestly gives a much. lower estimate of 
the disease than actually prevails. Attention should 
also be called to the fact that the mortality rate of 
one per cent is a high estimate in a country where 
quinine is easily obtained and in general use. This 
contributes to a lower estimate of the total number 
of cases occurring, with a corresponding low estimate 
of the economic loss. 


ALABAMA. 


Population estimate July I, 1910: Birmingham, 
133.300; Mobile, 51,586; Montgomery, 38,195; total 
population of three cities, 223,081. 

Death rate per 100,000 population, 1910: Birming- 
ham, 26.3; Mobile, 56.2; Montgomery, 89; average 
death rate, 57.16. 

Total population of the State of Alabama, 2,138, 


3. 
Applying the average rate of 57.16 prevailing in °* 


the ‘cities enumerated, to this population, there oc- 
curred 1,222 deaths. 

Assuming a mortality rate of 1 per cent, there oc- 
curred 122,200 cases. 

Assuming that each case entailed an expense of 
ten dollars, the loss amounts to $1,222,000. 

Placing a monetary value of two thousand dol- 
lars on each life lost, there is an additional loss of 
$2,444,000. 

Making a total loss to the State of Alabama an- 
nually of $3,666,000. 


FLORIDA. 


Population estimate July 1, 1910: Jacksonville, 
58.673; Key West, 19.921; total population of two 
cities, 78,594. 

Death rate per 100,000 population, 1910: Jack- 
sonv'lle, 71.6; Key West. 10: average death rate, 408. 

Total population of the State of Florida, 752,619. 

Applying the average rate of 40.8 prevailing in the 
cities enumerated to this population, there occurred 
307 deaths. 

Assuming a mortality rate of I per cent, there 
occurred 30,700 cases. 

Assuming that each case entailed an expense of 
ten dollars, the loss amounts to $307,000. 

Placing a monetary value of two thousand dollars 
on each life lost, there is an additional loss of 
$614,000. 

Making a total loss to the State of Florida an- 
nually of $921,000. 


GEORGIA. 


Pepuletion estimate July 1, 1910: Atlanta, 155.773; 
Savannah, 65,144; total population of two cities, 
220,917. 

Death rate per 100,000 population, 1910: Atlanta, 
2.6; Savannah. 89; average death rate, 45.8. 

Total population of the State of Georgia, 2.609,121. 

Applying the average rate of 45.8 prevailing in 
the cittes enumerated, to this population, there oc- 
curred 1.194 deaths. 

Assuming a mortality rate of I per cent. there 
occurred I19,400 cases. 

Assuming that each case entailed an expense of 
ten dollars, the loss amounts to $1,194,0C0. 

Placing a monetary value of two thousand dollars 
en each life lost, there is an additional loss of 
2,288,000. 

Making a total loss to the State of Georgia an- 
rually of $3,482,000. 


KENTUCKY. 
Population estimate July 1, 1910: Covington, 
53.315; Louisville, 224,318: Newport, 30.351; 


Paducah, 22,829; total population of four cities, 


330.813. 
Death rate per 100,cco population, 1910: Coving- 
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ton, 1.9; Louisville, 3.6; Newport, not given; 
Paducah, 83.2; average death rate, 22.17. 
Total population of the State of Kentucky, 1,690,- 


949. 

Applying the average rate of 22.17 prevailing in 
the cities enumerated, to this population, there oc- 
curred 374 deaths. 

Assuming a mortality rate of 1 per cent, there 
occurred, 37,400 cases. 

Assuming that each case entailed an expense of 
ten dollars, the loss amounts to $374,000. 

Placing a monetary value of two thousand dol- 
Jars on each life lost, there is an additional loss 
of $748,000. 

Making a total loss to the State of Kentucky an- 
nually of $1,112,000 


LOUISIANA. 
Population estimate July 1, 1910: New Orleans, 
340,172. 
Death rate of New Orleans per 106,000 popula- 
tion, 1910, 9.7 


Total population of the State of Louisiana 1,656,- 


Applying the above rate of 9.7 prevailing in the 
city of New Orleans to this population, there oc- 
curred 160 deaths. 

Assuming a mortality rate of I per cent, there oc- 
curred 16,000 cases. 

Assuming that each case entailed an expense of 
ten dollars, the loss amounts to $1 

Placing a monetary value of two thousand dollars 
on each life lost, there is an additional loss of 
$320,000 

Making a total loss to the State of Louisiana an- 
nually of $480,000. 


NORTH CAROLINA 


Population estimate July 1, 1910: Asheville, 18,826; 
Charlotte, 34,138; Durham, 18,469° Greensboro, 16,- 
o18; Raleigh, 19,213; Wilmington, 25,848; Winston, 
17,318; total population of seven cit es, 149,830. 

Death rate per 100,000 population, 1910: Ashe- 
ville, not given; Charlotte, 43.9; Durham,. 21.7; 
Greensboro, 25; Raleigh, "26; Wilmington, 54.2; 
Winston, not given; average death rate, 24.4. 

Total population of the State of North Carolina, 
2,206,281. 

Applying the prevailing rate of 24.4 prevailing in 
the cities enumerated, to this population, there oc- 
curred 538 deaths. 

Assuming a mortality rate of 1 per cent, there 
occurred 53,800 cases. 

Assuming that each case entailed an expense of 
ten dollars, the loss amounts to $538,000. 

Placing a monetary value of two thousand dol- 
lars on each life lost, there is an additional loss of 
$1,076,000. 

Making a total loss to the State of North Caro- 
lina annually of $1,614,000. 


SOUTH CAROLINA. 
Population estimate Julv 1, 1910: Charleston, 


Death rate of Charleston per 100,000 population, 
1910, 30.6. 
Total population of the State of South Carolina, 
1,515,400. 
Applying the above rate of 30.6 prevailing in the 
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city of Charleston, to this population, there occurred 
463 deaths. 

Assuming a mortality rate of 1 per cent, there 
occurred 46,300 cases. 

Assuming that each case entailed an expense of 
ten dollars, the loss amounts to $463,000. 

Placing a monetary value of two thousand dollars . 
on each life lost, there is an additional loss of 

26,000. 

Making a total loss to the State of South Caro- 
lina annually of $1,380,000. 


TENNESSEE. 


Population estimate July 1, 1910: Knoxville, 36.- 
424; Memphis, 131,438; Nashville, 110,541; total 
population of three cities, 278,402. 

Death rate per 100,000 population, 1910: Knox- 
ville, 2.7; Memphis, 73.8; Nashville 10; average 
death rate, 28.8. 

Pa population of the State of Tennessee, 2,184,- 

780. 
Applying the average rate of 28.8 prevailing in 
the cities enumerated to this population, there oc- 
curred 629 deaths. 

Assuming a mortality rate of I per cent, there 
occurred 62,900 cases. 

Assuming that each case entailed an expense of 
ten dollars, the loss amounts to $629,000. 

Placing a monetary value of two thousand dollars 
on each life lost, there is an additional loss of 
$1,258,000. 

Making a total loss to the State of Tennessee 
annually of $1,887,000. 


TEXAS. 


Population estimate July 1, 1910: Galveston, not 
given; San Antonio, 97.528. 

Death rate per 100,000 population. 1910: Galves- 
ton, 5.4; San Antonio, 13.3; average death rate of 
two cities, 9.3. 

Total population of the State of Texas, 3,896,542. 

Applying the average rate of 9.2 nrevailing in the 
cities enumerated, to this population, there occurred 
362 deaths. 

Assuming a mortality rate of 1 per-cent, there cc- 
curred 36,200 cases. 

Assuming that each case entailed an expense of 
ten dollars, the loss amounts to $262,000. 

Placing a monetary value of two thousand dollars 
on each life lost, there is an additional loss of 
$724,000. 

Making a total loss to the State of Texas annually 
of $1,086,000. 

VIRGINIA. 


Population ‘estimate July 1, 1910: Alexandria, 
15,345; Danville, 19,051; Lynchburg, 29,581; Norfolk, 
67,680; Petersburg, 24,175; Richmond, 127.914; total 
population of six cities, 282 746. 

Death rate per 100,000 vopulation, 1910: Alex- 
andria, not given; Danville, 47.2; Lynchburg, not 
given; Norfolk, 29.6; Petersburg, 37.2; Richmond, 
4.7: average death rate, 19.78. 

Total population of the State of Virginia, 2,061,612. 

Applying the average rate of 19.78 prevailing in 
the cities enumerated, to this population, there oc- 
curred 407 deaths. 

Assuming a mortality rate cf t per cent, there 
occurred 40,700 cases. 
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Assuming that each cases entailed an expense of 
ten dollars, the loss amounts to $407,000. 

Placing a monetary value of two thousand dollars 
on each life lost, there is an additional loss of 
$814,000. 

Making a total Joss to the State of Virginia an- 
nually of $1,221,000. 


SuMMARY OF ESTIMATE. 


State. Deaths. Cases. Total Cost. 
1,222 122,200 $ 3,666,000 
1,194 119,400 3,482,009 
160 16,000 480,000 
North Carolina ..... 538 53,800 1,614,000 
South Carolina ...... 463 46,300 1,389,000 
362 36,200 1,086,000 


In. connection with the above estimate of malaria 
in the Southern States the following table, showing 
the increase of the malaria death rate per 100,000 
population in the years 1908-1910 in the registration 
cities of these States, is of interest. 


Death rate per Death rate per 
100,000 popula- 100,000 popula- 


tion in 1908. tion in I9I0. 
Birmingham, Ala. ....... 290 =. 26.3 
Montgomery, Ala. ....... 37.3 80.0 
Jacksonville, Fla. ....... 58.3 71.6 
Key West, Fla. ......... 13.3 10.0 
see foot note 1.9 
Louteville, Ky: 3.9 3.6 
Newport, Ky. see foot note 
Néw Orleans, La. ....... 10.5 9.7 
Wilmington, N. C....... 64.5 54.2 
Bnoxville; Tenn. 2.7 
Memphis, Tenn. ......... 06.5 73.8 
Nashville, Tenn. ........ 15.1 10.0 
Galveston, Texas ....... 8.3 i 5.4 
San Antonio, Texas ..... 24.3 13.3 
Alexandria, Va. ......... 
Lynchburg, Va. ......... 3.5 
Petersburg, Va. ......... 32.1 37.2 
Ricsmond, Va. .........: 6.5 4.7 


Attention drawn to fact that no estimate can be 
made in Arkansas and Mississippi owing to fact 
that there is no registration area. 


PRELIMINARY STUDIES OF MALARIAL 


FEVERS IN ALABAMA.* 


By R. H. von Ezporr, M.D., 
Surgeon, U. S. Public Health Service, Mobile. 


Under date of February 28, 1912, I was directed 
by the Surgeon-General, Public Health Service, to 
ascertain the geographical distribution of malariak 
fevers in the State of Alabama. 

My work was begun in March, 1912, but was in- 
terrupted by an absence from the State during the 
months of July, August and September, so that 
the present writing will be a brief resume of several 
monthly reports. It will be also understood that 
this work was done in connection with other official 
duties, so that only my spare time was allotted to. 
it. It is hoped that a more extensive plan for carry- 
ing on this work may be formulated and that what 
has been accomplished may be a guide for future 
investigations. 

The studies outlined cover three main lines, name- 
ly, statistical, epidemiological and scientific. 

The following points are mentioned in the orders 
which are to be determined in the studies: 

1. The localities in which the disease is endemic. 

2. The relative prevalence of the disease in the 
various localities. 

3. The types of malarial infection. present in the 
several localities. 


4. The distribution of the anopheline mosquitoes, 


5. The relative prevalence of mosquitoes in the 
several localities with special reference to the 
anophelines. 

The first available statistics which were studied 
were of the admissions of cases into the U. S&. 
Marine Hospital at Mobile during the years 1902 
to IQII, inclusive. 

There was a total of 685 cases treated during the 
ten years, of which number three died; one death, 
however, should rightly be excluded, as subsequent 


diagnosis was, death due to syphilitic gumma of : 


the brain. 

Of these cases, 540 occurred among whites and 
145 among colored. A little more than half of all 
the cases—346 in number—occurred in persons be- 
tween 2) and 29 years of age, the ages of admission 
ranging between 15 and 78 years. The diagnoses of 
these cases were given as 450 intermittent and 235 
remittent malarial fever. 


*Read before the sixth annual meeting of the 
Southern Medical Association, Jacksonville, Fla, 
November 12-14, 1912. 
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The records further showed that the disease pre- 
yailed throughout the year, and that during the 
months of June to November the admissicns were 
greatly increased. 

The mortality statistics for malarial fevers in the 
State of Alabama for the years 1910 and 1911 were 
obtained from the State Health Office at Mont- 
gomery through the courtesy of Dr. W. H. San- 
ders, State Health Officer, and Dr. H. G. Perry, in 
charge of statistics. Prior to 1910 no statistics were 
available. Even those which were obtained are 
said to be incomplete. 

For the year 1910 a total of 467 deaths from 
malarial fever, divided among whites, 185, and 
colored, 282, was reported, which represents 3.1 per 
cent of all deaths recorded for the State, and a mor- 
tality rate of 21.3 per 100,000 population. 

For the year 1911 a total of 437 deaths—176 of 
them whites, and 261 colored—from malaria was 
reported, which was barely 3 per cent of the total 
number of deaths reported for the State that year, 
and giving-a mortality rate of 20.4 per 109,000 popu- 
lation. 

For 1910 no deaths from malarial fever were re- 
ported from ten counties, and for 1911 twelve coun- 
ties gave no report of death from this cause. For 
the two years only four counties out of the total of 
sixty-seven counties, namely, Clay, Conecuh, Henry 
and Winston, had no malarial deaths reported. 

The mortality statistics were also tabulated ac- 
cording to ages, sex and color and by months. These 
for the two years showed that 328 per cent or 
approximately. one-third of deaths from malarial 
fevers occurred in children during the first decade 
of life; that white males and white females were 
about equal in number, whereas there was a slight 
excess of colored females over colored males; that 
more colored than whites died of this disease. and 
that deaths from malarial fever were reported 
throughout the year, being smallest for the months 
of February and March, and gradually increasing 
with the largest numbers occurring during August, 


September and October, followed by a marked sub-~ 


sidence for the months of November and December. 

The mortality reports for this year, 1912, show 
235 deaths for the eight months, January to August, 
which compares about the same with those of .the 
two previous years. 

In order to ascertain the prevalence of malarial 
fevers in the State I addressed, on October 1, 1912, 
franked postal cards calling for certain information 
to all physicians, a total of 2,313. 

Of this number thirty-two were returned on ac- 


count of insufficient address and 579 reply cards 


were received from 326 cities, towns and localities. 


There were thirteen localities in eleven counties 
reported free from malarial fever. 

Of the physicians reporting, 178 in forty-five 
cougties used or availed themselves of the micro- 
scope to confirm the diagnosis in some or all of 
their cases; seventy-two of these were from three 
counties, leaving 106 for forty-two counties 

In response to the question asking for “the num- 
ber of cases treated during the past month,” namely, 
for September, 1912, the following summary of the 
reports received may be given: 


Confirmed (some or all) . 


Not confirmed whites...... 4,217 Colored.. 3,592 
6,211 4,888 


There were in addition 255 cases of malarial fever 
reported which were not classified according to color. 
This gives a grand total of 11,354 cases of malarial 
fever for September, or one-half of 1 per cent of 
the population of Alabama, reported by 579 physi- 
cians, or 25.3 per cent of those who received cards 
in the State. 

The types of infection reported were: 

Tertian, quartan and exstivo-autumnal in 41 coun- 
ties; tertian and quartan in 4 counties; tertian only 
in § counties; tertian and estivo-autumnal in 15 
counties; none in 2 counties; total, 67 counties. 

The two counties from which no cases were re- 
ported were Cleburne and Randolph, although deaths 
from malarial fever were reported from both dur- 
ing the past two years. ; 

The reports further show that in the practice of 
some physicians as high as 90 per cent of their 
cases occur in children under 15 years of age, the 
average of all reports made in reply to the ques- 
tion, “What proportion of cases occur in native chil- 
dren under 15 years of age?” was 37.2 per cent. 

In nearly every county reports show that there 
are children undeveloped, mentally and physically, 
on account of malarial cachexia, the replies being, 
301 yes, and 142 no, to the question, “Are any chil- 
dren undeveloped, mentally and physically, on ac- 
count of malarial cachexia?” 

In reply to the question, “Have you any chronic 
cases of malaria?” the reports were 312 yes, and 
180 no. 

Relative to the reports on the species of mos- 
quitoes, these were: Forty counties, one or more 
reports of anopheles; I county, one report of culex; 
I county, no report; 25 counties, unknown; 67 coun- 
ties, total for the State. 

In reply to the question, “Have you any chronic 
cases of malaria?” the reports were 312 yes, and 
180 no. 
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In every county in the State the reports state 
that there are swamps or poorly drained lands to 
a limited or large extent. 

It must be understood that these statistics simply 
represent or give a record of cases diagnosed as 
malarial fever. While some doubt will be cast on 
the accuracy of diagnoses made without the micro- 
scope, yet I believe we may accept, in such a study, 
the majority of reports of the diagnosis made on 
a clinical basis. There is no question that accurate 
diagnosis can be and is made on clinical evidence. 
In my hospital work I have been fortunate in con- 
firming microscopically the diagnosis in a large per 
cent of my cases, but there have been cases respond- 
ing to specific treatment under quinine confirming 
the diagnosis by the therapeutic test, in which the 
parasite was never found. It would therefore not 
be right to exclude all cases which had not been 
confirmed microscopically. 

Similar statistics will be gathered for the next 
three consecutive months. It would be difficult to 
estimate the economic loss entailed from the incom- 
plete morbidity reports submitted. 


EPIDEMIOLOGICAL STUDIES. 


With a view of obtaining an index of malarial 
infection in Mobile, I mailed a circular letter to 
all physicians in the city requesting them to make 
blood smears from any children under 16 years 
of age and send them to me for examination. A 
brief history giving name, age, sex, color, nativity; 
residence and previous history of malaria was also 
requested to accompany each slide. 

Few physicians responded, so that the limited 
number of such examinations is merely indicative 
of the value of continuing such work. Through an 
arrangement made by Dr. Seale Harris, I was able 
to make examinations of twenty-four pupils attend- 
ing a school, among whom two were found to be 
tertian carriers. 

The following is a report of examinations made 
during the months of March, April and May: 

According to age: Less than I year, I; I-2 years, 
5; 3-4 years, 9; 5-9 years, 23; I0-I4 years, 21; 15-16 
years, 15; 17-20 years, 9; 21 and over, 17; total, 100. 

According to sex and color, these were divided 
into: White, ‘male, 26; white, female, 48; colored, 
male, 17; colored, female, 9. 

The previous history of attacks of malarial fever 
was forty-one positive and 59 negative. 

The result of the examinations showed malarial 
parasites in fifteen cases as follows: Crescents in 
3; tertian gametes in 6; aestivo-autumnal, young 
fo-ms, in 3; tertian, young forms, in 3; total, 15. 


The details of these cases may be briefly stated 
Crescents—1 colored male, age 3 years; 1 colored 
female, age 7 years; 1 white female, age 8 years, 

Tertian, gametes—1 white male, age 13 years, and 
5 white females, ages 15, 17, 21, 29 and 43 years. 

Aestivo-autumnal, young forms—1 colored male, 
age 3 years, no active symptoms; I white female, age 
II years, active symptoms; 1 white female, age 12 
years, no active symptoms. 

Tertian, young forms—1 colored male, age 8 years, 
active symptoms; I colored male, age 19 years, sick, 
no diagnosis; I white male, age 34 years, active 
symptoms. 

There were therefore five out of the total of 
twenty-six colored persons examined showing two 
with aestivo-autumnal crescents, one aestivo-autum- 
nal young forms, and two tertian parasites; and 
ten out of seventy-four white persons examined with 
one aestivo-autumnal crescents, six tertian gametes, 
two aestivo-autumnal young forms, and one tertian 
parasites. 

From these few examinations, made at the be- 
ginning of the season, it will be seen that the col- 
ored race must be a large factor in the spread of 
infection. 

During my service at Mobile, since December, 1910, 
it was observed that a number of sailors employed 
on vessels plying between Mobile and points on the 
Alabama and Tombigbee rivers frequently suffered 
attacks of malarial fever, principally of the (tertian) 
intermittent type. Whether infection was contracted 
in Mobile or along the river bank is, of course, im- 
possible to state definitely; however, these patients- 
frequently reported a noticeable increase in mos- 
quitoes when it was observed that there was a co- 
incident increase in the cases of malarial fever. 

In the two years I have confirmed microscopically 
in patients who clearly contracted malarial fever in 
the State of Alabama the tertian and aestivo-- 
autumnal forms of parasites, and that the quartan 
type also exists, only three cases of the latter infec- 
tion, however, having been observed, one in a white- 
person, in December, 1910, and two in colored indi- 
viduals, in October, 1912. The reports from the 
physicians over the State would indicate that the 
quartan type is quite prevalent, but this has not been 
my experience. 

During 1911 I studied the blood of five cases of 
malarial fever, in whom the crescents were present, 
and the effect of continued use of quinine on these 
cases with reference to the diminution of these 
gametes. The records in these cases have beer 
misplaced or lost, and can therefore not be given in- 
detail, although they had been presented before the 
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Mobile County Medical Society and no record made 
of the cases. 

The studies showed that quinine given in solution, 
thirty grains a day, would materially reduce the num- 
ber of gametes during the first ten days, and at the 
end of one month they had disappeared in four of 
the five cases. In one case there was found one 
gamete per 200 leucocytes at the end of this period. 


‘One case had a recurrence of fever about the tenth 


day, and his quinine was increased. In one case 
sodium cacodylate, 0.05 gm., was given daily, hypo- 
dermically, for ten days without effect. 

During the past month the case of a negro was 
studied somewhat on the-same lines. The case was 
one of aestivo-autumnal, subtertian, in whom cres- 
cents were found. He was treated with quinine sul- 
phate in solution, 60 grains a day at four-hour inter- 
vals for three days, then 60 grains a day for three 
days; 15 grains a day for four days, and 30 grains 
a day for the last seventeen days. On the tenth 
day after treatment was begun a blood examination 
showed eleven macrogametes and two microgameto- 
cytes per 500 leucocytes; on the twelfth day, four- 
teen macrogametes and two microgametocytes per 
500 leucocytes; on the twenty-second day, after 780 
grains of quinine had been taken, two macrogametes 
per 250 leucocytes were seen; and on the twenty- 
seventh day or last day under observation, no ga- 
metes in 300 leucocytes counted. 

A difficulty which has to be met is to persuade 
patients to continue treatment for a sufficient period 
of time. Sailors, as soon as relieved of their acute 
symptoms, will invariably demand their discharge, 
when they are given sufficient medicine for a period 
of ten days, and cautioned to return for observation 
and renewal of their medicine. In cases showing 
gametes in the blood, discharge from the hospital 
is not granted, but in some instances where they 
become so insistent and would likely desert if not 
discharged, they are supplied with sufficient quinine 
for ten days’ treatment and told of the danger of 
relapse, and are always advised to return. Continu- 
ance of this treatment for two months is advised. 

The State Board of Health Laboratory has been 
making blood examinations for physicians who may 
send blood smears. The records furnished me by 
the State Bacteriologist, Dr. Moss, shows the fol- 
lowing examinations made: 

Year, 1908, 4:counties, 14 examinations, 2 positive 
findings; year, 1909, 10 counties, 47 examinations, 1 
positive finding; year, 1910, 14 counties, 49 examina- 
tions, 3 positive findings; year, 1911, 23 counties, 101 
examinations, 5 positive findings; year, 1912, January 
to April, 14 counties, 60 examinations, 3 positive find- 
ings. 
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CONCLUSIONS. 


1. All forms of malarial fevers prevail in the 
State of Alabama. ; 

2. The types of infection, in the order of preva- 
lence, are: Tertian, aestivo-autumnal, and quartan 

3. The colored race is a large factor in the spread 
of infection, in whom the chronic type of malarial 
infection is proportionately greater than in the 
whites. 

4. To obtain the index of infection in a com- 
munity, a blood examination should be made of 
adults as well as children of those who are perma- 
nent residents of such locality. 

5. Latent or known chronic cases should be treat- 
ed vigorously for at least one month, and then with 
prophylactic doses of quinine for the period from 
April to November. 

6. Prophylactic doses of quinine should be taken 
by all persons in Alabama living in the localities 
known to be infected, between the period of April 
1 ‘to November 1. The prophylactic dose advised 
and used by me is 10 grains of quinine sulphate, 
given in 5-grain doses morning and evening, every 
Saturday and Sunday of the week. 

7. The microscope should be more generally used 
for making the diagnosis or confirming the diag- 
nosis of malaria, or if practicable, advantage should 
be taken of the State Laboratory where examina- 
tions of blood will be made. 

I wish to acknowledge the kindly response to my 
circular letter by the physicians of Alabama, whose 
co-operation is invaluable in making a survey of ma- 


larial fevers in the State. 


‘SOME ENUMERATIVE STUDIES ON MALA- 


RIAL FEVER. 


By Maj. Ronatp Ross, M.D., F.R.S., 
and 
Davin THomson, M.B., Cu.B., D.P.H., 
‘Pro. Royal Soc., B, July 21, 1910, Vol. 82; 
Also Ann. Trop. Med, and Parasitology, Vol. 4, No- 
3, December, 


Revieweo sy M. W. James, M.D. 
Ancon, Canal Zone. 


In the preliminary statement in this paper Ross. 
points out that for many years there has been but 
little that is new and exact added to our knowledge 
of the pathology of malaria. This is mostly due 
to the exhaustion of the older methods of research, 
which were qualitative, and not quantitative. He 
also notes that for this reason these older methods 
failed to indicate “the precise correlations between 
the numbers of the parasites present in a patient 
and the various pathological and therapeutical reac- 
tions.” 

As examples of the failure of the older methods, 
he states that “out of 51 and 38 successful inocula- 
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tions of men by means of infected blood and infected 
anophelines, respectively, in not one has any exact 
estimate been given of the numbers of parasites 
inoculated, or recovered after the lapse of the in- 
cubation period; and, though many researches on 
quinine have been made, we know of none in which 
its direct effect upon the numbers of the parasites 
in the patient has been correctely measured.” 

Ross then shows that the former methods of esti- 
mating the number of parasites, by counting how 
many of these were present in proportion to a given 
number of erythrocytes, or leucocytes, were some- 
times gravely at fault, by’ reason of the compound 
error resulting from such a procedure. Thus, if e 
be the percentage error made in counting the red 
or white cells in one specimen, and e* that made in 
computing the proportion of parasites to each cor- 
puscle in that specimen, the total percentage error 
will be ¢ plus ¢’ plus ee* equal 100. so that if e equals 
5 per cent, and e* equals 10 per cent, then the total 
percentage error will be 15.5 per cent. 

Here Ross takes into account the plus error only, 
without regard to the minus error, and since the 
error may be either plus or minus, and also, since 
Ross is very conservative in his estimation of the 
total error by this method, the error probably being 
nearer plus or minus 30 per cent than 15.5 per cent, 
it is readily seen that statistics based on the number 
of parasites to erythrocytes, or leucocytes, are very 
likely to include a considerable percentage of error. 
One would have to count so many of these cells 
that the time spent would hardly repay the labor of 
investigation. 

To correct this error, Ross takes a measured 
quantity of blood, spreads it into a small film about 
one-eighth inch square, dehemoro-globinises it, and 
counts all the parasites. This, of course, assumes 
a uniform distribution of parasites in the patient’s 
blood, and the proper time for making such a count 
would be when the greatest number of parasites is 
in the peripheral blood stream. Under such condi- 
tions the number of parasites that must be counted 
to obtain as accurate results as possible will be 
given by the formula, 

n equals 4550-e*, 
where equals number of parasites to be counted, 


and e, the permissible error. In an ordinary infec- 


tion, therefore, a plus or minus 5 per cent error can 
be assumed, and 1,000 parasites can be counted in 
about ten minutes in moderate infections. Thomp- 
son has worked out a method for estimating the 
number of parasites where these are very numer- 
ous, which will be given in the review ofi his paper. 

By use of this accurate method Ross and Thomp- 
son showed, as far. as it is possible, that there is 


usually a definite correlation between the number 
of parasites and the degree of fever; and that if 
there are enough parasites to produce fever, they 
can be found by the thick film method, if the latter 
is used at the proper time. Of course, with regard 
to the number of parasites and the degree of fever 
produced by them, the well known immunity of cer- 
tain persons and races against the toxins produced 
by the parasites, and certain phenomena, such ag 
algid malaria and other atypical forms of the disease, 
must be taken into account, as is done by the 
authors. 

If fever be present, however, the thick film will 
show parasites. In relative immunity it is a ques- 
tion of parasites without fever. 

Further, they show that in the apyretic intervals 
between short term relapses, very often the para- 
sites do not disappear from the peripheral. blood, 
if the thick film method be used to search for them, 
although prolonged search in the usual smears may 
be negative. This decrease may reach such a de- 
gree that even by the thick film-method the para- 
sites cannot be found; but this-fact would not neg- 
ative their presence in. the blood: stream in- very 
small numbers, for the amount of blood that it is 
possible to examine is very small when compared 
with the -total volume.. 

The authors also point out .a very important fact, 


and one that goes far to denying the old- hypothesis . 


that the constant presence of crescents in the periph- 
eral blood is due to persistence of these organisms 
as individuals. They found that the appeararice of 
crescents (and the sexual forms of tertian and quar- 
tan parasites as well) depended on the praduction 
of asexual parasites eight or nine days ,previous 
to the appearance of the crescents, and that. in pro- 
portion to the number of asexual parasites pro- 
duced at these previous sporulations the crescents 
disappeared in corresponding numbers. 

The authors’ conclusions from this very impor- 
tant. research are of such value that they are given 
in full: 

1. There is a very decided correlation between 
the number of asexual plasmodia found in the 
peripheral blood and the fever. 

2. As a rule, no fever exists unless the asexual 
forms exceed. some hundreds per cubic millimeter. 

3. The asexual forms do not always disappear 
between relapses (as often thought) but tend to 
persist in small numbers per cubic millimeter, and 
often increase again for some days before the actual 
febrile relapse occurs. 

4. These observations give a coherent theory of 
the malarial invasion, according to which the infec- 
tion is kept alive indefinitely by the ordinary sporula- 
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tion of the asexual forms, and not by parthenogene- 
sis or by resistant forms, and fever recurs only 
when the parasites are numerous enough to pro- 
duce it. 

5. We estimate from our cases that considerable 
continued doses of quinine reduced the asexual 
forms by 50 to 8) per cent. 

6. There are strong reasons for supposing that 
the sexual forms require eight to ten days for de- 
velopment; that the often noticed long persistence 
of crescents is not due to their long life, as gen- 
erally thought, but to constant replenishinent of 
their stock by fresh broods; that they sometimes 
show a distinct tertian periodicity; and that quinine 
does not affect them when once generated, but ulti- 
mately reduces their numbers by destroying the 
generating cells. The sexual forms were never 
seen to produce fever. 

7. The leucocytes are below normal during febrile 
periods and above normal afterwards. The percen- 
tage of mononuclears rises greatly after paroxysms, 
and is always in excess of the normal. 

8. Methylene blue, soamin, X-rays, and faradic 
and galvanic currents had no results in a few ex- 
periments. 

9. The hemoglobin falls markedly with fever, but 
rises rapidly with convalescence. 

10. The fecal urobilin shows marked correlation 
with the occurrence of fever, and is especially studied 
in the accompanying paper by Dr. G. C. E. Simpson. 

Many other deductions may be based on our ob- 
servations, but will be better considered after more 
detailed counts have’ been made. 

Probably the most important points in this work 
are: -The demonstration that parasites can be found 
by the thick film method if fever is due to them; 
the persistence of the asexual forms between short 
term relapses; and the proof that persistence of the 
crescents or other forms of gametes means a con- 
tinued sporulation of asexual parasites somewhere 
in the blood stream; in other words, the infection is 
active, and not latent. Like all other work this, too, 
will have to be confirmed before it will be fully 
accepted. It has been shown by work in the Canal 
Zone that in practically all cases of uncomplicated 
malaria, parasites can be found when there is fever, 
either by the ordinary method, or by use of Ross’s 
thick film method. 

The persistence of the parasites between relapses 
has been noted before, but has not been so “exactly 
worked out hitherto. It does not appear, however, 
that this persistence is inherent in all strains of the 
Parasites. Bignami, whose paper appeared in the 
February number of this JouRNAL, has noted that the 
Parasites will persist after large doses of quinine, 
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even when ‘given hypodermically, and in a personal 
communication recently received Dr. D. M. Molloy, 
of the Philippine General Hospital, informs the re- 
viewer that relapses occur occasionally after the 
administration of as much as twenty grains of qui- 
nine intravenously. Here, then, is a question for re- 
search. Are such relapses due to a failure of the 
drug to reach and destroy all asexual parasites? 
Is an immunity against quinine developed in some 
instances, or is there an inherent resistance in some 
strains of the plasmodia? Or is a form developed 
during the course of an infection that is resistant 
to quinine and capable later of reproducing . an 
asexual generation (parthenogenesis, and the conju- 
gation hypothesis of Craig) ? 

The proper treatment of malaria, and the final 
eradication of the disease in districts where com- 
plete sanitary measures cannot be established, de- 
pends on a correct solution of these problems. And 
there ar: very few physicians with experience of 
malaria who do not believe that a very great pro- 
portion of the disease is due to relapse. 

The persistence of crescents is an indication for 
the removal of the forms that generate them. When 
crescents are still found after a thorough course of 
considerable doses of quinine, one should not attrib- 
ute this persistence to any specific resistance on the 
part of the crescents, but ‘éndeavor to find out 
whether the medicine is being properly absorbed. 
The recent experiments of MacGilchrist in India 
(which will be reviewed in a later number) shows 
very plainly that long continued malaria produces 
alterations in the gastro-intestinal tract, by reason 
of which quinine is not properly absorbed: Even 
cinchonism is not always an indication of the proper 
absorption of the drug, for more than one case is 
on record when the symptoms of cinchonism were 
marked, with persistence of the parasites and sub- 
sequent relapses. In such cases a change in the 
method of medication frequently works wonders. 

The further work in the Liverpool School of 
Tropical Medicine on Malaria will be reviewed in 
the next issue of the JouRNAL. 


THE WASSERMAN REACTION. 


Its Technic and Practical Application in the Diagnosis 


of Syphilis. By John W. Marchildon, B.S., M.D., 
Assistant Professor of Bacteriology, St. Louis Uni- 
versity Medical School. Published by C. V. Mosby 
Company, St. Louis. 96 pages. 

Physicians who wish to be thoroughly acquainted 
with the uses and technic of the Wasserman Reaction 
cannot do better than provide themselves with this 
little book. It tells it all without unnecessary verbi- 
age. 
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( EARLY AND UNDEVELOPED CASES OF 
PELLAGRA.* 


By Beverty R. Tucker, M.D., 


Professor of~ Psychiafry, Medical 
College of Virginia ;“Neurologist the City 
Hospital, JohxSton-Willis Sahatorium 
and Mefnorial. Hospital, Rich- 

mond, Va. 

/ I have stated before that pellagra sine pellagra 
/could not be diagnosed; that patients frequently have 
/ nervous and gastro-intestinal symptoms from other 
| causes and that until the cutaneous symptoms de- 

velop we should not and could not make a diagnosis 

of pellagra. I wish now to modify these statements 
in view of further knowledge of the disease and 
greater experience with it. 

Unfortunately we have no laboratory tests to con- 
firm the diagnosis of pellagra before the cutaneous 
manifestations, as we have, for instance, in typhoid 
fever, where the blood culture and Widal test may 

ii be positive before typical clinical symptoms, or in 
tuberculosis, where a radiograph, tuberculin test 

t or sputum examination may be the means of diag- 
nosis before the cough makes its appearance, or in 
locomotor ataxia, where the condition may be diag- 
nosed with few symptoms and confirmed by a high 
lymphocyte count in the cerebral spinal fluid or a 
positive Wassermann or Noguchi reaction. On the 
a other hand, an experienced physician may make a 
tentative diagnosis of typhoid in the early stage by 
the history of the probable source of infection, very 
slight febrile and pulse changcs wth malaise and 
headache; an astute diagnostician may make a diag- 
i nosis of tuberculosis before the cough appears by 
history of exposure, slight evening rise of tem- 

perature, dilated pupils, debility, slight respiratory 

and other changes. A good neurologist can usually 

make a diagnosis of tabes in what is called the pre- 

ataxic stage by the history of syphilitic infection 

and slight changes in reflexes or of station and pains 

of a darting character. These physicians to whom 

we refer, men of observation and training in their 

special line, have accurately made the diagnosis of 

these diseases entirely from early clinical manifesta- 

tions before the laboratory aids were discovered and 
now it behooves the pellagrologist to at times make 
a clinical diagnosis of pellagra in cases with very 
slight or possibly without cutaneous, gastro-intes- 
Hi | tinal or nervous and mental manifestations. We ad- 
vise nothing radical, but pellagra should be excluded 


| *Read at National Pellagra Conference, Colum- 
bia, S. C., October 3-4, 1912. 
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in every case which presents any one of these 
sets of symptoms. 

You will note that I have said I wished to 
modify, not retract, former statements as to pellagra 
sine pellagra. To make this position clear allow me 
to say that whereas it may be possible, still it is 
certainly of exceptionally rare occurrence that a 
case of pellagra is seen without cutaneous manifes- 
tations at some stage of the disease. On the other 
hand, it is not uncommon for us to see cases in a 
pre-cutaneous stage or cases where cutaneous mani- 


festations have been extremely slight and where 
desquamation has taken place and left the site of 
“the lesion in a practically normal condition. There 
are certain cases in which the skin lesions are slight, 
which have no marked gastro-intestinal or nervous 
znd mental manifestations. In other words, very 
mild cases. I think too much stress has been laid 
upon marked symptoms and not enough upon slight 
ones. For example, one may inquire diligently into 
the history for diarrhea and find that the patient 
has not had it, but further search may reveal mild 
stomatitis, slight salivation, slight nausea and pert- 
haps looseness of the regular actions and _ slight 
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proctitis. Symptoms of ataxia and change of re- 
flexes may be entirely absent and still the patient 
may have moderate insomnia, slight vertigo and mild 
apprehension. The patient may not be objectively 
insane, but again apprehension may be present, the 
patient may have become somewhat depressed or 
even mild delusionary, hallucinatory and suicidal 
tendencies may be found upon close and careful 
mental examination. 


In regard to the general symptoms, marked loss 
of weight, debility and anemia may be present or 
these symptoms may be very slight. It often occurs 
that we sce a patient with a mild case of pellagra 
in which we are possibly uncertain as to diagnosis. 
Upon stating the case the patient may say that this 
is his first illness of a similar nature, but careful 
questioning of the patient and the family will fre- 
quently bring out the fact, heretofore ignored, that 
similar manifestations occurred the previous year 
and possibly for several years previous. It is need- 
less to say that such a history aids most essentially 
firming the diagnosis. 


The usual order of systemic manifestations of 
pellagra are, first, gastro-intestinal symptoms; sec- 
ond, cutaneous manifestations, and, third, nervous 
and mental symptoms. This order, however, may 
be changed in many ways and we see cases in which 
the nervous and mental symptoms appear first and 
cases in which the cutaneous symptoms occur first. 


As far as treatment is concerned, by far the most _ 


useful remedy in my hands has ‘been urotropin. I 
have used it in the treatment of about fifty cases 
and find that early and mild cases respond very 
rapidly and that even severe cases frequently begin 
to improve within a few days and go into a re- 
mission within a few weeks. In some cases the 
symptoms have recurred the following year and 


_again yielded to the administration of urotropin. 


In a few cases no recurrence has taken place, one 
case not having recurred since 1909. I believe this 
drug is almost specific in doses of ten grains four 
times a day, provided it is administered in the early 
Stages of the disease. 

In the consideration of doubtful cases we shall 
have to bear in mind the section of the country in 
which the disease occurs, whether there are other 
cases in the locality, the dietary habits and previous 
health of the patients, the season of the appearance 
of symptoms, the history of disturbance of a similar 
nature the previous year and note carefully such 
symptoms as stomatitis, salivation, nausea, vomiting, 
diarrhea, proctitis, all cutaneous manifestations, 
especially desquamation over the usual sites and the 
symmetry of these lesions; also whether there is 
apprehension with mild depression, vertigo, insomnia, 
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change in reflexes, loss of weight, malaise and more 
or less secondary anemia. A case presenting the 
majority of these symptoms, however slight, is prob- 
ably a case of pellagra. If the symptoms arrange 
themselves so that the gastro-intestinal tract, the 
cutaneous sites and the nervous and mental spheres 
are involved the diagnosis is confirmed. The writer 
feéls convinced that thousands of mild cases are 
present unrecognized, that these mild cases are very 
amenable to treatment and that some cases remain 
mild in type while others develop into very severe 
and marked cases. It is with a view of calling the 


attention of the profession in a general and dis- 
cirsive manner to the slight or undeveloped cases 
which are so frequently unrecognized and unsus- 
pected that this paper is written. 

The photographs of the hand presented in the ac- 
companying illustrations were taken of the palmar 
and dorsal surface of the right hand of a patient 


‘during a remission. This patient had a severe case 


of pellagra two years ago which went into a remis- 
sion under the administration of urotropin and she 
has not had cutaneous symptoms since. She had, 
however, last spring a slight gastro-intestinal dis- 
turbance and some insomnia and nervousness, but 
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immediately began taking urotropin again which 
apparently cleared up the condition in a short while. 
It will be noted that the back of the hand is prac- 
tically lesion free. The palmar surface is rough, 
due, not to pellagra, but to hard manual labor. This 
case illustrates the fact that unless the previous his- 
tory of a pellagrous attack had been taken one would 
hardly have been able to make the diagnosis of 
pellagra last spring when the gastro-intestinal and 
nervous symptoms recurred, but, knowing the pre- 
vious history, one could treat the case as a definite 
case of pellagra even with the cutaneous symptoms 
absent at the time. 
208 East Franklin Street. 


LEUTIN SKIN REACTION IN DIAGNOSING 


SYPHILIS. 
By C. Aucustus Stimpson, M.D., 
Associate in Dermatology, George, Washington 


Medical School, Washington, D. C. 


We. all know the difficulty of diagnosing visible 
syphilitic lesions, even for the physician trained in 
that specialty. Its similarity to other diseases is 
often very striking. In its obscure forms, without 
external manifestations, we must often rély on the 
* history of the case, presence of scars, leucoplakia, 
enlarged glands, peculiar headaches, Wasserman re- 
action, histopathology and therapeutic test. Under 
‘certain conditions with all these methods, we may 
‘still be unable to say that the patient has syphilis. 


The Wasserman test, when positive, is a very val- 


uable one,‘ but, bésides not being specific to syphilis 
alone, it is not absolutely decisive in all cases, 
‘especially in the tertiary form when the lipoidal sub- 
stances appear to be reduced and free compliment is 
present in the serum. Should the reaction be nega- 
tive, it may mean that the patient has had treatment, 
that his syphilis has not been active enough to stimu- 
late the production in the blood of lipoids or other 
substances on which the Wasserman reaction de- 
pends, or that he has recently taken alcohol. Be- 
sides this, it gives us little means of prognosticating 
the case, for, after giving salvarsan and mercury, we 
know that the patient still has syphilis and that the 
reaction will again become positive. The situation 
is exactly what we are confronted with in gon- 
orrhea. The failure to find the gonococcus in an 
old case of gonorrheea is often wrongly interpreted 
as a cure, but it is quite as good an index of com- 
plete eradication of the disease as a negative Wasser- 
man is for a cured syphilis. Therefore, relying 
mostly on the Wasserman reaction in the presence 
of treated syphilis, we have had no method whereby 
we could prove that the patient had syphilis or, if 
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we were sure that the patient was luetic, we could 
not prove that the treatment he had taken had pro- 
duced: a cure. It is on account of these obscure and 
treated cases that any new test which would give 
additional aid in detecting the disease when pres- 
ent, would be a valuable adjunct to our present 
means of diagnosis, while the usefulness of the test 
would increase in proportion to its practicability 
and simplicity. 

We know that several investigators, as Neisser, 
Nobl and Jadassolin, have anticipated the discovery 
of a cutaneous test ift syphilis ever since the dis- 
covery of the spirocheta pallida and have based their 
failures in that direction on their inability to obtain 
a pure culture of the pallida) To Dr. Noguchi of 
Rockefeller Institute belongs the honor of having 
first ‘grown a pure culture of pallida (he has cul- 
tivated six different strains) and it is but natural 
for us to look to him for the realization of this 


_long felt need. 


Dr. Noguchi’s test is based on the theory that 
there is a peculiar change of reactivity in the sys- 
tem of individuals infected for some time with cer- 
tain pathogenic organisms. This change is charac- 
terized by a hypersensitiveness to the injection of the 
causative organisms of the disease. Von Perquet’s 
cutaneous test in tuberculosis and the Malein test 
in glanders are based on this same theory and, as 
we often get a negative von Perquet reaction in 
rapidly progressing tuberculosis because of the de- 
ficient production of defensive bodies, so in early 
syphilis, when the activity of the pallida is at its 
maximum, we may get a negative reaction. This 
may continue. until the virulency of the organism 
is decreased either by the defensive bodies of the 
patient or appropriate treatment and this accounts 
for the frequent absence of the reaction in early and 
untreated cases of syphilis. In primary and un- 
treated cases the results, as we all know, are quite 
inferior to those of the Wasserman reaction. How- 
ever, should the case have had the benefit of treat- 
ment, especially. salvarsan, the Luertin reaction often 
becomes positive quite early. I have a case at 
present of four months duration since the initial 
lesion, in which the reaction is decidedly positive. 
In tertiary, latent tertiary and hereditary syphilis, 
the reaction seems to be quite constant, even more 
so in the hands of Noguchi, Robinson and Cohen, 
than the Wasserman test. Noguchi’s report of 400 
cases, comprising 254 cases of syphilis, shows close 
to 100 per cent positive reactions in manifest, tertiary 
syphilis, 94 per cent in latent tertiary and 96 per 
cent in hereditary, an average of 15 per.cent more 
than the Wasserman. Robinson’s figures in 63 cases 
of syphilis were just as high as Noguchi’s in ter- 


. 


tiary and latent tertiary cases, while in secondary, 
untreated cases, the results were in favor of the 
Wasserman reaction. One interesting point was that 
in 108 of her control cases, comprising nearly all 
skin diseases, including two cases of pityriasis rose, 
only one case gave a positive luetin reaction. This 
was a woman with acne who admitted two mis- 
carriages, was a chronic alcoholic and was quite 
probably syphilitic. In Noguchi’s 146 controls, com- 
prising many skin and general diseases, including 
malaria, leprosy and brain tumors, all of which may 
give positive Wassermans, not one gave a positive 
luetin reaction. Cohen in 60 cases of syphilitic eye 
conditions, comprising both secondary and tertiary 
forms of the disease, obtained 77 per cent positive 
luetin reactions, using clinical symptoms and the 
Wasserman reaction as controls. In ten of his cases 
that he knew to be clinically syphilitic, the Wasser- 
man reaction was negative while the cutaneous test 


- was positive, presumably because of previous anti- 


syphilitic treatment. He concludes that the luetin 
reaction will prove to be a valuable aid in the 
diagnosis of syphilis. The results of Dr. Howard 
Fox have not been so encouraging. In 33 tertiary 
cases he was able to get only 51 per cent positive 
luetin reactions. Pollitzer’s experience, given off- 
hand and without statistics, was somewhat the same. 
With Drs. Engman, Pusey and especially Winfield, 
however, the luetin showed a higher percentage of 
positive reactions than the Wasserman and the 
reports from Dr. Barker’s clinic at Johns Hopkins 
Hospital also gave it a higher percentage. All 
agreed that the test had a great positive value and 
while Pollitzer claimed to have seen a positive re- 
action in an urticarial case without syphilis ‘(this 
case, I understand, has since been found to be 
syphilis) Drs. Fox, Pusey, Engman and Winfield 
have failed to see a single positive reaction in non- 
syphilitic conditions. Kammerer in a Munich jour- 
nal speaks of luetin as a useful and helpful aid in 
the diagnosis of syphilis and says that a positive 
cutaneous test is a sure evidence of the disease. 
Most of the modifications of the Wasserman re- 
action have proved to be unreliable, but they have 
served to demonstrate the non-specificity of the com- 
pliment fixation as applied to syphilis, which throws 
much suspicion on the entire reaction. Through the 
investigation of Muller and Landsteiner we now 
know that an antigen composed of normal tissue 
will yield practically the same results as one made 
from an aqueous or alcholoic extract of a syphilitic 
organ, as, for instance, the liver of a syphilitic child. 
To prove this Noguchi and Brenfenbrenner have 
shown that the activity of the antigen of the original 
Wasserman reaction was often dependent on lipoidal 
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substances instead of anti-bodies in the tissues and 
that the tissues need not necessarily be syphilitic. 
That the Wasserman reaction occurs in malaria, 
brain tumors, yaws and certain cases of leprosy is 
but another proof of its non-specificity. With the 
luetin cutaneous test we appear to have a definite 
biological test, the reaction of which is dependent 
on the injection of a specific antigen and, so far, this 
response has been elicited only from syphilis, while 
we know that the Wasserman may be positive in 
non-luetic diseases. Luetin gives a better indication 
of the defensive power of the host than the Wasser- 
man and is a much more reliable means of prognos- 
ticating the case, while in the case of patients under 
treatment or of those who have recently taken treat- 
ment the value of the test from a diagnostic stand- 
point is considerably higher than the Wasserman 
reaction. The test is perfectly easy to make in the 
physician’s office, does away with the troublesome 
laboratory work and will, we hope, put an end to 
the use of that uncomplimentary term, bleeders, so 
often applied to us doctors by our unappreciative 
patients and the public. In primary and early sec- 
ondary syphilis without treatment especially with- 
out treatment by salvarsan, the luetin test is not as 
constant as the Wasserman, but should the patient 
have had mercury and salvarsan treatment the luetin 
reaction may become positive even in primary lues, 
If the patient has not had treatment in the early 
stages of the disease, the Wasserman is even then 
seldom necessary as we usually have either the 
primary lesion from which we can make cultures or 
stained smears, or the external systemic eruption 
on which to base the diagnosis. Should these be 
insufficient to establish the presence of the disease, 
the Wasserman reaction should be the method of 
choice in early syphilis. On the other hand, if the 
disease once reaches its later stages and has been 
subjected to treatment, the serum reaction, clinical 
aspect and microscopic examination of the pallida 
become difficult and often impossible. These are the 
cases which will most often give the luetin reaction 
and it will be to the general physician, surgeon, 
ophthalmologist and neurologist into whose hands 
these obscure forms fall that the test will prove a 
useful aid in diagnosis. 

Ordinarily the interpretation of the test is not 
difficult although in several of my cases the con- 
trols have reacted also. There is no record of any 
case where the control has reacted without having 
at the same time a very positive reaction on -the 
other arm. That the control site should react also 
is probably due to the irritability of the skin of the 
syphilitic to external injuries so that it is the general 
opinion that even if the controls do react, it does 
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not detract one particle from the specificity of the 
luetin reaction. The cutaneous test in syphilis, based 
on the phenomena of anaphylaxis, seems to be as 
specific as the tuberculin reaction is in tuberculosis 
and we know that individuals may be anaphylactic to 
bacterial extracts as animals are to horse serum 
or proteins. If we should use plain culture media 
without the bacillus and its products in the 
controls of our von Perquet’s tuberculosis tests 
instead of simply scarifying them I am sure that 
these controls would react, probably as much as the 
luetin controls. 

I have injected over fifty cases with luetin, but 
have been able to follow and control with Wasser- 
man’s only 43 cases. These results include cases in 
all stages of syphilis from early secondary to late 
tertiary forms and five cases of tabes. In 38 active 
cases of syphilis, some in the first few months of the 
disease, I got over 8) per cent positive reactions, 
while the late tertiary cases under treatment gave a 
much higher percentage. In the five cases with clin- 
ical symptoms of tabes, three gave a history of 
syphilis and of these only two gave positive Was- 
sermans and both of these gave positive luetin re- 
actions. 

From the excellent results obtained by others and 
from my own observations I am satisfied that the 
luetin reaction, while it will not entirely supercede 
the Wasserman, especially in the early stages of 
syphilis, will, nevertheless, be extremely valuable in 
the old obscure forms of the disease, while the sim- 
plicity of its technique is sure to popularize it with 
those not possessing laboratory facilities. 


LATENT GOUT AND ITS MANIFESTATIONS. 


By CuHartes M. Nice, M.D., 
Birmingham, Ala. 


Gout, in the broad sense, with the meaning com- 
monly applied, has been known for a very long 
time. Even in the time of Hippocrates it is record- 
ed that men only were subjects of the disease. 
Thomas Sydenham wrote the first lucid description 
from personal experience with the affection in the 
seventeenth century. Even earlier it was held to 
be a certain “humor of the blood which flowed drop 
by drop into the joints.” 

Since then gout has occupied a large space in 
medical literature and has been the topic of much 
discussion, especially with reference to its causa- 
tion. This is important in the study of latent gout, 
which differs from the acute form only in degree, 
but as yet no definite conclusions have been drawn 
from the numerous theories offered. Many and al- 
most daily examples of this gouty diathesis are 
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met, and so it is coming to be regarded as one of 
vast importance to the internist. 

As I mentioned, acute gout, with its typical symp- 
toms of metatarsal pain and so on, evidently differs 
from latent gout in degree of the causative ele- 
ments. The former is very rarely seen, while the 
latter is most common. 

By latent gout manif-station it will be my en- 
deavor to present certain vague and oftentimes in- 
definite symptoms arising in the human body as 
the result of a metabolic fault in which the nitro- 
gen metabolism is chiefly affected. The condition 
is found at any age, from the infant of a few days 
to the very old. Like gout in general, an excess of 
uric acid is found in the circulating blood, and the 
same predisposing factors, such as heredity, sex, 
alcohol, lead, excessive food and sedentery living, 
are its agents. The condition occurs alone, as prem- 
onitions of an acute gout, in the interval between the 
acute arthritic attacks or following an attack. Most 
commonly it occurs in one predisposed who has, or 
who may never have had an acute exacerbation. It 
may be said that the inheritance is often two or 
three generatiorvs back, especially traceable along the 
paternal side. 

Without going into a lengthy consideration of the 
many theories held regarding the role played by 
uric acid in the etiology of latent gout, it suffices to 
say that it still holds the most important place of 
interest. The stress of overproduction has from 
time to time been placed individually on every organ 


* of the body, including the kidneys, liver, brain and 


muscles. It has been ascribed to almost every pos- 
sible anatomical, pathological and chemical cause, 
but of late much has been done in finding the source.. 
In the first place, uric acid is generally assumed to 
be increased in the blood current in gouty condi- 
tions. This is proven by chemical examination most 
easily carried out by Garrod’s thread test. This 
being true, we naturally return to the seat of uric 
acid formation. 

This is certainly in no one particular organ, as 
was formerly supposed, since each of these organs 
has been removed in animal experimentation, the 
kidneys, for instance, from snakes, with an increase 
of uric acid production. 

There is an increasing belief that of the exogenous 
and endogenous causes the latter furnishes the 
greater part of uric acid, and this is believed to 
arise mainly from the nuclein products of cell 
nuclei, since it is one of the proven xanthin bases 
of nuclein metabolism. By the use of a purin-free 
diet, such as milk, butter and cheese, it has been 
possible to determine the quantity of nuclein deriva- 
tives which arise solely from this cellular pro- 
cess. 
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Jones and Schittenhelm have found specific fer- 
ments or enzymes in glands and tissue, such as 
guanase, adenase and oxidase, which oxidize guanin, 
adenin and hypoxanthin into xanthin and another 
oxidase which converts xanthin into uric acid. This 
oxidase differs somewhat in different organs. 
Wells and Corper report in the Journal of Biologi- 
cal Chemistry that these enzymes are developed in- 
dependently during intra-uterine life, so that the 
infant at term has the same enzymes as an adult; 
therefore, arguing uric acid production to be im- 
portant to goutiness, how easy and how plausible 
it is to explain many conditions of infants from a 
gouty standpoint. 

Schittenhelm has later come forward with another 
oxidase which he has found in the liver, kidneys and 
musclts, which is capable of desiroying uric acid 
by conversion into urea. Now, it remains to be 
proven whether an excitation of the first mentioned 
enzymes are an inhibition of the latter, or both, may 
not account for latent gout or gout in general. 

Burian says that hypoxanthin, a product of muscle 
metabolism, is converted on leaving the muscles into 
uric acid by the enzymes. 

This enzymotic study has given us a much clearer 
idea of uric acid formation and destruction, but we 
have yet to learn under just what circumstances it 
becomes a toxic agent. Uric acid itself, when in- 
jected into animals, is non-toxic, yet some of the 
intermediate products have produced gouty symp- 
toms’ in animals when it was injected. Just what 
the older opinions with reference to the alkalinity 
of the blood and the mechanical deposition of so- 
dium biurates in the joints and organs has to do 
with the toxicity remains to be proved, but it is 
more than likely that one of the intermediate prod- 
ucts of which uric acid is a later result will be 
proved responsible for the symptoms of gout. 

In just what way heredity, alcohol, overeating, 
sedentery living and surroundings, the principal co- 
factors, influence this metabolic effect with the train 
of symptoms and the overproduction of uric acid, 
also remains to be proved. Many believe they act 
especially on causes affecting the elimination and 
thus a damming back in the blood current and tis- 
sues. 

The average daily output of uric acid is 0.4 to 1.00 
grams. In the acute attack, and probably in the 
latent form, a diminution is usually found. The 
quantitative examination, which is a very compli- 
cated procedure, is necessary for any determination 
that might be of service. Simpler laboratory ex- 
aminations give no conception worth while in the 
estimation of uric acid or the diagnosis, except some- 
times by microscopical means the diagnosis of an 
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interstitial nephritis, which often accompanies the 
condition in the adult. . 

Garrods’ thread test continues to be used in giving 
information concerning the approximate amount of 
uric acid in the blood serum, and in many of the 
latent forms shows positive. 

Until our knowledge becomes more confined to 
the basic cause, and more accurate laboratory meth- 
ods are found to assist, the diagnosis of this con- 
dition shall necessarily depend greatly upon the clin- 
ical manifestations. This with a previous family or 
personal history, assisted by the method of exclu- 
sion and remedial results, will, however, prove many 
cases heretofore diagnused under the symptomatic 
terms of biliousness, headache, acidity, lumbago, and 
the like, to be, in reality, latent gout. 

Among the numerous unclassified symptoms of 
latent gout are the skin manifestations. Of these, 
eczema ranks most common. The eczemas of in- 
fants, those which occur in the robust and other- 
wise apparently healthy, those which are most stub- 
born to treatment, and in many cases of each series 
a gouty ancestral history is obtainable. Only re- 
cently have I had such a condition in which all 
measures failed until the mother was put on an anti- 
gout treatment when the nursing infant began im- 
mediately to respond. 

A man I saw professionally some months ago, 
complaining of languor, indisposition, constipation 
and a train of symptoms, gave no history of gouti- 
ness, but had an eczema of the feet of six years’ 
standing. With other clues at hand, I made a tenta- 
tive diagnosis of latent gout, and three nights later, 
while examinations were being made and before 
treatment was instituted, had a typical attack of 
acute arthritic gout. 

Holt says, “The most frequent manifestation of 
gout in children is eczema.” 

The external ear is a particular site chosen by 
such gouty eczemas. Psoriasis of the patchy vari- 
ety, especially seen on the legs, herpes urticaria, 
zoster and fluted finger nails are other frequent 
manifestations of the disease. 

Next to tophi found in the helix and anti-helix, 
and also in the cartilages of the forearm, palm and 
tendo-achilles, joint symptoms rank second in im- 
portance as intermediate or following an acute gouty 
attack. These are usually semi-quiescent in this 
latent period, and are probably directly dependent 
upon the deposition of sodium biurate in and about 
the joint. Whether this disturbance is mechanical, 
due to the presence of this or due to the necrosis 
which Ebstein believes to be in advance, we are not 
certain; but, considering the present strong opinion 
that there is no such thing as chronic rheumatism, 
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and that rheumatism never leaves a joint deformed, 
it would be wise to consider latent gout as a possible 
cause for many of the joint complaints we hear. 
Such is met with in those long-continued aching 
joints which run an indefinite course without fever, 
in cases of joint disability not proportionate with a 
given injury of mild character, in creaking and those 
with palpable crepitation. ‘The same is true of 
muscles and are diagnosed crick in the neck, lum- 
bago, growing pains, strained muscles, and the like, 
most of which respond readily to anti-gout meas- 
ures. 

I have now under my care a man who unknow- 
ingly gave a family history of latent gout who has 
been more or less disabled for twenty years from 
articular pains, muscular cramps in the legs, sore- 
ness in the neck and arm muscles, and hot, itching 
feet. He said he can hardly take a breath of fresh 
air without catching cold. He never had an acute 
articular attack in his life. The first symptoms oc- 
curred in his neck and arm following a fall. His 
fingers showed Herbeden’s nodes; he had an arterial 
sclerosis, dilatation of the left heart, and an in- 
terstitial nephritis. Outside of the nodes which do 
occur at times in goutiness, what more perfect pic- 
ture would one desire for a diagnosis? His condi- 
tion has cleared wonderfully since treatment was 
begun, and his future existence bids fair to be more 
comfortable than the past. 

Cramps in the legs are almost pathognomonic of 
latent gout. Cramps in the abdominal muscles may 
also be of gouty origin. 
literature where repeated diagnoses of cholelithiasis 
was made for the correct one. 

Muscular cephalalgia or indurative headaches, where 
indurative tender spots, later becoming nodular and 
callous, are due to deposits of sodium biurate in the 
muscles and tendinous attachments of the muscles. 
Migraines and neuralgias, when of a repeating or 
continued type, are oftentimes made worse by an 
‘ alcoholic bout or excessive eating, may often be at- 
tributed to genetic gout. 

It is common in predisposed families to find 
tongues thickly coated and furred. For this condi- 
tion many and repeated doses of calomel have been 
given by anxious mothers to these helpless children 
in the hope of “moving their livers.” They do often 
get results for a few days, when the former condi- 
tion returns. Associated with this “bilious tem- 
perament” is found foul breath, and, in the older, 
tartar and.pyorrhea. A writer in the London Lancet 
‘in December, 1909, attributes forty-two cases of 
gout due to pyorrhea. He claimed a cure of the 
latter cured the gout. It is more than likely that 
he intended a transposition of this statement, since 
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One case is reported in the, 


the vast majority of pyorrheas yield. rapidly to treat- 
ment of the basic cause. I now have a patient re- 
ferred from a dentist who wrote, “Help me out if 
you can.” The man had tophi with indurations in 
the tendo-achilles. Response to treatment was im- 
mediate when the diagnosis of latent gout was’ made. 

For a great while—just along this line—it has 
been argued that chronic absorption from infections 
had much to do with the cause of gouty symptoms 
or affected in some way the metabolic equilibrium 
which influericed goutiness. ‘The theory has been 
discussed from the staydpoint of joints, old sinuses, 
discharging ears and the like, but accepting the in- 
creasing belief of the rarity of chronic rheumatism, 
I know of no better example than that seen in 
chronically infected tonsils. This is so beautifully 
seen after complete enucleation of these organs, 
when so many toxemic symptoms rapidly disappear, 
The rapidity is often greatly assisted by an alkaline 
treatment following the operation. 

Cases of chronic pharyngitis, a variety showing 
large injected vessels and glairy walls, seen in ro- 
bust people with large appetites, associated with 
stomach upsets and frequent colds, are often de- 
pendent upon a gouty diathesis. 

In the ear some cases of deafness and tinnitus 
may be traced to a deposit of sodium salts or arterial 
changes dependent upon the same. 

I desire now to attract your attention to a class 
of digestive disturbances, probably the choicest play- 
ground of latent gout. From what has been said, 
you will understand that I believe a large group of 
stomach and bowel symptoms, giving rise to lassi- 
tude, indisposition, ill-temper, flatulence, anorexia, 
and all that the common term “biliousness” may 
imply, result from faulty metabolism, the active 
principle of goutiness. If you study side by side the 
history of acute arthritic gout, acute visceral gout, 
acute renal gout, the symptoms from this stand- 
point alone are unmistakable. 

Take those children given to frequent stomach 
upsets, spells of vomiting on the slightest provoca- 
tion, constipated, dull and listless, and with ill- 
tempers. Take the man just getting over an acute 
arthritic attack and see the same symptoms. Again, 
take what is known as acidosis, possibly with vomit- 
ing, constipation or diarrhoea, oncoming rapid tox- 
emia with respiratory embarrassment, an enlarged 
liver, acid breath, and often with a rapid uraemic 
ending. Compare this with acute renal gout, and 
symtom for symptom, even to the associated liver 
and spleen symptoms, and see the similarity. The 
only treatment that we have known that is in any- 
way effectual has been that of gout. The ultimate 
discovery of the metabolism producing uric acid for 


the overproduction, deficient oxidation or elimina- 
tion, will solve the cause of these infantile dis- 
orders. 

Chronic constipation is a frequent cause for neu- 
rasthenia, as I showed in an article published in 
1909 in the Southern Medical Journal, which condi- 
tion itself is often dependent on gout. 

In the respiratory system, either chronic bron- 
chitis or emphysema follows at some time in the 
wake of an actite attack of gout, oftentimes Without, 
but due to the same cause. Asthma, especially in 
children. is often dependent upon latent gout. I 
have a history of a typical case, in a child of four 
years, of three years’ duration, who was relieved 
of an acute attack in twelve hours after treatment 
was begun, has passed months without the slightest 
tendency of a return. 

The cardio-vascular system gives manifestations of 
gout in certain cases of tachycardia and angina, and 
in many cases of arteriosclerosis and its accompany- 
ing changes of dilatation, etc. Many of the arterio- 
sclerotic symptoms in men who appear to be too 
young for such grave changes are from latent gout. 

Nephritis of the chronic interstitial variety is fre- 
quently found in the later stages of an acute or 
latent form. Albuminuria without pus or casts, 
often known as cyclic or digestic albuminuria, is 
sometimes met in the course of a general or life 
insurance examination. A correction of.diet for a 
few days speedily makes the applicant an admis- 
sible risk. 

Renal calculi as well as cholelithiasis is so com- 
monly associated with an acute attack that we fre- 
quently wonder, in the absence of such an attack, 
what dependency their occurrence has to the latent 
form. Cirrhosis of the liver is a common mani- 
festation in the later forms of arthritic gout. 

Disturbance of vision (Med. Rec., N. Y., 12-19-08) 
may be due to very grave lesions of the choroid 
and retina, due to latent gout. One of the most 
common causes of glaucoma comes under this head- 
ing. Hemorrhagic retinitis, especially of the left 
eye, is most frequently due to gout, according to 
Hutchinson. 


Now, let us turn for a short study of the treat- 


ment of this irregular form of gout. I shall only 
mention the fundamental principles. It is said that 
once gouty, always gouty, which is very apt unless 
the bearer submits to a very routine mode of living. 
The diet is the most important feature for consid- 
eration, but this, as well as the drugs in use, must 
be varied over pretty wide limits at times to meet 
Tequirements presented in the given case. 

Quantity has to do with diet as much as quality, 
a limitation of which must be the first point of in- 
sistence. A vegetarian tendency more nearly meets 
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our ideals in selecting a diet list. Red meats are 
prohibited, their detriment being shown in all gouty 
tendencies. 

Among the foods generally allowed are soups 
made from vegetables, rice, tapioca and barley; white 
meat of chicken, crisp bacon (once a day), fresh 
fish, oysters; vegetables, such as spinach, peas, beans, 
potatoes, cabbage, onions and lettuce; rice, hominy, 
grits, breads; desserts with a limited amount or 
absence of sugar; fats, as butter and cheese; drinks, 
milk buttermilk, plenty of water; also fresh fruits 
and eggs in limited quantity. 

Among the foods not allowed, alcohol stands pre- 
eminent—first, red meats, meat extracts, rich soups, 
liver, sweetbreads, kidney, strong coffee, wines, hot 
breads, candy, and possibly tomatoes and aspara- 
gus. 

Such a diet must be varied if obesity, diabetes or 
nephritis be present to meet such conditions. We 
cannot insist on water too greatly, acting through 
its elimination or solvency, as the case may be. The 
lithium waters have been used for a great while. 
Levico, Saratoga, Bedford, White Sulphur and Ap- 
ollinaris also meet the indications. 

Regular and free bowel movements are required 
in every case, which is assisted by the free use of 
water and the vegetable diet. 

Exercise, especially in the open, is a requisite; 
early hours and an excess of fresh air are to be en- 
couraged. Golf, tennis, horseback riding, baseball, 
gymnastics, walking, skating and Turkish baths are 
each of value. 

Among the drugs, lithium is the oldest, it having 
long been believed to have a solvent action on the 
uric acid. Of late the salicylates, urotropin, pipera- 
zin and urea have become more popular. Colchicum 
and potassium iodide also have their place in the 
treatment of certain of these manifestations. 

316 Woodward Building. 


MEDICAL INSPECTION OF SCHOOLS IN 
SOUTH CAROLINA.* 


By L. Rosa H. Gantt, M.D., 
Spartanburg, S. C. 


Medical inspection of school children was intro- 
duced in South Carolina in the fall of 1909 by Dr. 
E. A. Hines, the present efficient Secretary of the 
South Carolina Medical Association, when he made 
a free inspection of the public school children of 


*Read in Section on Hygiene and Preventive Med- 
icine at the sixth annual meeting of Southern Med- 
ical Association, Jacksonville, Fla. November 12-14, 
1912. 
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tion of the children of the Spartanburg graded 
schools by a committee from the County Medical 
Society and by gratuitous inspection at Charleston 
and Columbia, and possibly a few other towns in 
the State. This work created a State-wide interest, 
and in October, 1910, the State Board of Health 
issued a very instructive bulletin on the subject, 
which was distributed generally throughout the 
State. 

At a meeting of the State Medical Association in 
April, 1911, an important feature was the reading 
of several papers on medical inspection, and reso- 
tions looking toward legislation on the subject were 
passed. The same year the State Federation of 
Women’s Clubs advocated the adoption of medical 
inspection as a part of the school system of the State 
and appointed a committee to secure the necessary 
legislation. At the session of the General Assem- 
bly in January past the legislative Committee on 
Medical Affairs proposed a bill providing for com- 
pulsory inspection of the school children of the 
State. Upon debate the bill was amended so as to 
give the boards of school trustees the authority to 
provide inspection, but removed the compulsory fea- 
ture. In this shape the bill passed House and Sen- 
ate; it was vetoed by Gov. Blease, sent back to the 
House, and lacked three votes of passing over the 
Governor’s veto. The objections urged to the meas- 
ure were many—the public did not appreciate the 
high motives of the medical profession in that it is 
willing to sacrifice personal gain that the children 
might be benefited and suffering from human ills 
diminished; the altruism of the exponents of pre- 
ventive medicine is beyond the comprehension of the 
average mind. The philosophy of the adage that 
“an ounce of prevention is worth a pound of cure” 
is accepted by the public as an abstract proposition, 
but it is not willing to apply that adage to the prac- 
tical affairs of physical defects in children and is 
prone to trust to nature, unaided, to bring children 
safe to perfect manhood and womanhood. Although 
preventive medicine may reveal a defect which 
promises to develop into a disease or produce a de- 
formity, so long as the disease is not acute or the 
deformity not apparent to the untrained eye, to call 
attention to it is to “invade parental rights or to 
hold the child up to ridicule.” 

To the laity education means schooling or mental 
training of the child; it fails to appreciate that every- 
thing which tends to promote the moral, mental and 
physical well-being of the pupil should be embraced 
in the educational system of the State. Even. physi- 
cians speak of medical inspection as medical exam- 


Seneca. This was followed by gratuitous inspec- 


ination of school children, and the unlearned and 
ignorant think that medical inspection means a 
thorough medical examination and diagnosis; that 
the privacy of the person of the pupil is invaded and 
that indignities are offered. As a matter of fact, 
the term medical inspection is self-explanatory and 
can embrace no more than a cursory inspection. In 
no case where the inspector has kept within the 
letter and spirit of his duty has the privacy of the 
pupil been invaded and the parent or pupil had just 
cause for complaint. 

Some feel that the inspection will advertise the 
defects and deformities of their children. This is 
not true, for no positive diagnosis should be recorded 
by the inspector unless it be a contagious disease 
liable to endanger others. True, defects liable to 
interfere with the child’s studies or physical develop- 
ment are noted and brought to the attention of its 
parents, but in all cases the parent is referred to 
the family physician for the diagnosis and treatment, 
There is a feeling that the cost of inspection will 
divert a portion of the school funds from the teach- 
ers into the pockets of the medical profession. While 
this is true, it is a narrow prejudice that would deny 
compensation when well earned. If inspection light- 
ens the labor of the teacher, if it better fits the 
student for his tasks, if it is a real benefit, if the 
work is worth while, why should it not be paid for? 
It is suggested that it is an invasion of parental 
rights and an intrusion upon family affairs to in- 
spect a child, or even that it is a shock to sensitive 
children. If this line of reasoning is followed to its 
legitimate conclusion, a mental examination in the 
public schools of the State could be classed an in- 
vasion of personal rights, for the mind is as much a 
part of the pupil as his ears or eyes can possibly be. 

Gov. Blease in his veto message embraced most 
of these objections. He said in part: “Now, gen- 
tlemen, this, in my opinion, is taking from the 
parents of the child the right to attend to the physi- 
cal condition of their own children. I would con- 
sider it a most outrageous intrusion upon my family 
affairs to have any physician to examine my child 
and expose its deformity or condition to the world, 
and I cannot see why you wish to place such an 
imposition upon the little children of the State.” Do 
you not think that every man in this State is able 
to care and has love enough for his children to 
care for and protect them? People have a right: 
to control their own children, therefore, why so 
much legislation? Have all the people and all classes 
of the people become imbeciles and children that the 
Legislature at every turn must pass acts creating 
guardianships, or do you wish to establish an anarchy 
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and force every poor man to bow down to the whims 


of all the professions? Now your provision as to 


small-pox, chicken-pox and mumps is all right; but 
do not say that every young girl in the State from 
12 years old and up, without her consent, must 
be forced to be examined and her physical condition 
certified by her physician to some school teacher, 


to be heralded around as public property. This bill 


creates the position of school physician and says, 
‘which shall be paid in the school district in which 
the service is performed out of the school fund 
therefrom.’ Now, gentlemen, I am opposed to that. 
This money is voted and appropriated for the edu- 
cation of the child and for development of its 
brain and you have no right to take it to pay doc- 
tors’ bills or for having children examined at the 
instance of some cranks.” 

The objections offered by Gov. Blease speak for 
themselves. The fight for medical inspection is on 
in South Carolina. An act will be introduced before 
the next General Assembly so far as possible to con- 
form to the views of the Governor. The objects, 
aims, purposes and methods of medical inspection 
will be brought more clearly to his attention in 
the hope that our chief executive may see that this 
measure has real merit, does not mean invasion of 
parental or personal rights, and that it is in full 
accord with the public school system of the State. 

The work of inspection done by the physicians at 
Spartanburg and Columbia in furthering this move- 
ment has not been without results, for it has brought 
to light a few very interesting facts. A summary 
of the inspection at Spartanburg shows that there 
were inspected 2,567 children, 1,891 white and 676 
colored; 632 children seemed to be suffering from 
a single defect, 402 had two defects, 125 had three 
defects, 22 children had four defects, while six had 
five defects, making a total of 1,919 defects dis- 
tributed among 1,177 children; 822 defectives were 
white and 355 colored. The aggregate shows 46 per 
cent examined to have been defective, the percentage 
among whites being 42.5, while among the colored 
it was 56 per cent. The larger number of the defects 
noted were errors of refraction, bad teeth or en- 
larged tonsils, and while these are a handicap to the 


‘physical development of the child, they are not grave 


and can be easily remedied. 

Only a small number, about 1 per cent, were found 
suffering from serious conditions. As this was the 
first city where the result of the inspection of white 
and colored children was noted and reported sep- 
arately, it might be well to call attention to a few 
salient facts brought out by the separate records. 
First being noted that physical defects are more 
Prevalent among negro children, 56 per cent as 
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against 42 per cent among the white. Contrary to 
the general belief that few negroes have throat trou- 
ble, 41 per cent of them had hypertrophied tonsils, 
while there were only 21 per cent among- white 
children. Enlarged glands were found to be far 
more common among the negro children. The popu- 
lar belief that negroes have better teeth was ex- 
ploded, for 39 per cent of negroes showed defective 
teeth, while only 19 per cent of the white had such 
defects. I can only account for the belief that 
negroes have good teeth by the observation that 
the negro’s teeth stand out in startling whiteness 
against his black skin, for but a very small per- 
centage of them ever use a tooth brush. The in- 
spection supported the popular belief that the negroes 
have fewer eye troubles and nasal defects than the 
white. The inspection showed comparatively few 
cases of adenoids in children of both races, also a 
limited area of prevalence of parasitic diseases. Pedi- 
culosis was confined largely to one grade in one of 
the white schools and scabies to one grade in a school 
for negroes; only one case of nearly total blindness 
in one eye was found among negroes, while six in 
one room alone were found in the white schools. A 
large number in both races were found who had 
never used a tooth brush. There seemed to be a 
close relation between the physical condition, morals, 
character, studiousness and the best attributes of 
childhood. 

The work of inspection at Columbia, as reported 
by Dr. W. A. Boyd, showed a total of 1,585 white 
children inspected, with 1,505, or 95 per cent, defec- 
tive; 322, or 20 per cent, suffering from a single 
defect ; 380, or 25 per cent, were suffering from two 
defects; 797, or 52 per cent, from more than two 
defects. Among the colored only the pupils of the 
Howard Qchool, in which were children of the 
higher grades, reported. Of 188 inspected, 166, or 88 
per cent, were defective; 78, or 41 per cent, suffered 
from a single defect; 68, or 35 per cent, suffered 
from two defects; 23, or 12 per cent, from more 
than two defects. The difference between 46 per 
cent defective found at Spartanburg and 95 per cent 
at Columbia can but impress us as startling; it 
serves to emphasize the statement made by Dr. Cor- 
nell, Director of Medical Inspection of the schools 
of Philadelphia, when he says: “Results show among 
inspectors a wide variation in percentage found de- - 
fective. From 100 per cent to 32 per cent in Man- 
hattan, from 100 per cent to 18 per cent in Brook- 
lyn.” The same authority further notes that two 
inspectors examining different children in the same 
school reported results differing by 100 per cent. 
Above all, it shows that if medical inspection is to 
be adopted and to become recognized upon a scien- 
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‘tifie' basis, some standardization of method must be 
“worked out and adhered to in order to secure reli- 
‘ability and uniformity of statistics. Every physician 


hopeful of decreasing unnecessary death rate and 
lengthening the span of human life can but be im- 
pressed with the schools of our country as a field 
of labor. The individuals are there reached in the 
period of their growth and development in the habit- 
forming period: If physical defects are to be rem- 
edied, if healthful habits, muscular exercise, clean- 
liness, a knowledge of the laws of health, with a de- 
sire to live hygienically, are then .taught, they be- 
come part and parcel of the personality. 

Preventive medicine as a science is a product of 
the last two decades. If we measure up to our full 
responsibility, we must hand down to posterity the 
knowledge that has come to us and teach the rules 
of health, that plague and pestilence may become 
relics of the dark ages. 

For one I believe that if from childhood the sim- 
ple instructions to sleep with windows open and keep 
our habitations free from flies and vermin and the 
proper care of food products were taught and ob- 
served, a material decrease in our death rate would 
result. The school alone offers an opportunity of 


. reaching every person, reaching the individual before 


physical defects become a disease, stunting his physi- 
cal and mental growth when such may be corrected 
and right thinking and right living taught. 

In common with 8,000 club women of my State, 
and as a physician, I wish to enlist you in this fight 
for the medical inspection of school children of the 
South, together with a more thorough teaching of 
personal hygiene and the laws of health in the pub- 
lic schools of the Southern States. 


DISCUSSION. 
Dr. Oscar Dowling, New Orleans, La—I think 


that the paper of Dr. Gantt covers the subject of © 


medical inspection of schools very thoroughly. In 
a few of the States of the South efforts are being 
made to have suitable laws passed that this work 
may be initiated. At the last session of the Legis- 
lature of Louisiana a bill was introduced to provide 
for it, but the bill was killed by those who were not 
familiar with the methods employed. Many who 
should be interested in having such a law passed 
did not use their influence, which made the defeat 
of the bill certain. It is only a question of time, 
however, when we shall have such a law. Work so 
far has been done in New Orleans, Atlanta and a 
number of other places; gradually it will extend. I 
think that papers like that of Dr, Gantt are along 
the right line, and I hope that medical inspection 
will soon be at work in South Carolina as well as 
in other States. 

Dr. Hiram Byrd, Jacksonville, Fla-—There was 
one point in the paper of Dr. Gantt that should be 


emphasized, I think; the necessity for bringing out a 
uniformity of method that will enable us to pit re- 
sults obtained in one place against. results obtained 
in another. We have in this State three municipali- 


ties that have three separate systems of medical in- , 


spection of schools today; and it would be impos- 
sible to compare the results of one with those of 
another except at a few tangential points. The same 
thing is probably true all over the country, taking 
the cities that have introduced medical inspection; 
and that is more or less true wherever you meet it, 
The necessity for evolving some method of uni- 
formity, therefore, is certainly very great. 

Dr. J. R. Kettrell, Laurel, Fla—Speaking on this 
most excellent paper, I would say that in our own 
State, where the question of medical inspection is 
being agitated, there is no law to govern it; so what 
is being done is merely desultory work in town and 
city schools. Our Board of Supervisors have done 
one thing out of the usual and have been a little 
more liberal in my particular county than boards 
of supervisors have ordinarily been. They have 
made an arrangement with the county health 
officer to visit the schools. That does not mean 
medical inspection as we mean it; but he is doing 
some work along that line. In mv county, in which 
Laurel and Ellsworth are, they have employed the 
county officer to visit all the schools and have made 
a special appropriation for this work. I am told 
that we are in advance of the general municipalities 
in this respect. In this way the ‘county health 
officer can give free hookworm treatment to the 
pupils of the public schools. A certain amount of 
inspection goes with it, but it is in the way of the 
health officer’s ordinary duties. It will not be long 
in my State, I think, before we shall have a law 
requiring inspection of public schools. 

_ Dr. R. L. Wilson, Charleston, S. C.—It seems to 
me that the especial application of medical inspec- 
tion of schools comes into play in connection with 
the lower classes of people, particularly where illit- 
eracy is high, and more especially in the South in 
connection with the negro race and the lower 
classes of the white people. The lower the scale 
of intelligence, as a rule, and the more chronic the 
disease, the’ more need there is for medical inspec- 
tion of people, whether in the schools or anywhere 
else. In other words, we have certain diseases that 
we are all familiar with which may exist in persons, 
especially if below the ordinary intelligence, and 
they do not recognize that fact. Some chronic cot 


ditions of malaria, for instance, may fasten on pe@y 


ple and they not be aware of it. Persons may bg 
carriers of hookworm, and even be actually suffef- 
ing from the disease, without their knowing that the¥ 
are sick enough to apply to a physician; so I think 
that this is the especial function of medical inspec- 
tion of schools, to find out what is the matter with 
children when they and their parents are not aware 
of anything wrong with them themselves. I think 
this inspection of schools is really an opening wedge— 
a beginning, we might say—of the time when. the 
people everywhere will have medical inspection of 
themselves done at certain times in order to keep 
well, and ‘not wait until they get sick, but find out 
what can be done to keep them going. In other 
words, they will find out, as is done with machinery, 
what will keep the engine moving right. 
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Assistant Surgeon-General W. C. Rucker, United 
States Public Health Service, Washington, D. C-—In 
this discussion I think that one point has not been 
sufficiently emphasized, and that it is the fact that 
medical inspection of schools affords a very accurate 
index of the health of the community. During the 
last session of Congress an act was passed placing 
upon the Public Health Service the dutv of inspect- 
ing the Indian wards of the United States to de- 
termine the prevalence of tuberculosis, trachoma and 
other contagious and infectious diseases among them. 
The law required the inspection to be made and the 
report to be printed and put in the hands of Con- 
gress prior to February I, 1913. The Surgeon-Gen- 
eral appointed thirteen officers to do the work and 
subsequently detailed two more. We have a large 
Indian population, many of whom are nomadic in 
their habits, and will not live in a given place unless 
they are forced to do so; and it is not the policy of 
the government to force them to do this. They live 
in regions that are hard to get at, and yet it is neces- 
sary that we find out what their home conditions 
are. If we send these officers to go and inspect the 
children in the Indian schools, we find that the per- 
centage of trachoma, for instance, among these chil- 
dren gives us a pretty accurate picture of what the 
percentage of trachoma is among the adults. Sim- 
ilarly in the trachoma work that we have just been 
doing in the State of Kentucky we inspected the 
schools and found that in a given locality the per- 
centage of the disease among the children examined 
was so much. Then the officer would make it his 
business to be in town on court day and examine as 
nearly as possible the same number of adults; and 
we most always found the percentage of trachoma 
about the same in both the children and the adults. 
In other words, medical inspection of school chil- 
dren is an indirect method of medical inspection of 
the adult population. 

Dr. Porter—Is there any further discussion? If 
not, Dr. Gantt, will you make some closing remarks ? 

Dr. L. Rosa H. Gantt, Spartanburg, S. C.—I have 
nothing to say. My paper covered fully what I had 
to say,.but I want to thank the gentlemen for their 
kind discussion. 


A STUDY OF FORTY-EIGHT CASES OF 
GOITER.* 


By Epwarp G. Jones, A.B., M.D., 
Atlanta, Ga. 


Present day knowledge of Graves’ disease justifies 
the assumption of the following facts: 

(1) The symptoms are thyroidal in origin. 

(2) The particular functional aberration consists 
in hypersecretion (perhaps altered secretion) with 
prompt absorption. 


*Read at the sixth annual meeting of the South- 
ern Medical Association, Jacksonville, Fla., Novem- 
ber 12-14, 1912. 
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(3). The particular histologic aberration is multi-. 
plied active glandular cells.’ 

(4) The severity of the symptoms is proportionate 
to the amount of iodine (iodized proteid) delivered 
to the circulation. 

(5) In treatment a reduction of thyroid secretion 
is desirable. 

(6) There is no present uniform adequate method 
to reduce the secretion except by removing a part of 
the glandular tissue. 

Impressed with the heresies that the symptoms of 
a goiter are in keeping with its size; that the goiter 
is harmless unless exophthalmos be present; that 
goiter is a nervous or a constitutional affection; 
and that most goiters are symptomless and remain 
so, I undertook two years ago a more or less sys- 
tematic study of the symptoms of such patients as 
came to me with goiter, and submit herewith some 
of the information thus gained. 

The list includes practically every patient seen 
with an enlarged thyroid within the time named, no 
effort being made .-to select cases to prove anything 
or for any other purpose. 

The limits set upon this paper, as well as the 
original object of the study, forbid a discussion of the 
great mass of experimental work done and being 
done to discover the true physiology and pathology 
of the gland, the several interesting hypotheses as to 
etiology? and many of the varying phenomena 
accompanying the appearance and development of 
goiter. Likewise the subject of treatment has been 
made to give place for the present to the purpose 
of emphasizing the thyroidal origin of symptoms 
which from time immemorial have been erroneously 
ascribed to primary affections of the nervous sys- 
tem, the kidneys, the heart, the pelvic organs, or 
even the eyes. Later I hope to present a report 
dealing with the operative treatment of most of 
these, patients. 

It cannot be said even at this time that the gen- 
eral practicing profession would agree that the symp- 
toms exhibited by perhaps one-half of these patients 
have their source in the pathologic thyroid. Nor is 
this surprising when one recalls the ideas about 
goiter current two decades ago when the physicians 
now doing most of the general practice throughout 
the country were being taught. 

Furthermore, to accept the statements of one-third 
of these patients, they suffered no symptoms which 
they in any way mentally connected with the goiter. 


*Doubted by some; see Shepard Annals Sur- 
gery, December, 1911; Marine J. A. M. A., August 
3, 1912, and Arch Int. Medicine, 1911, VIII, 265. 

**\ Consideration of the Subject of Goiter,” 
E. G. Jones, Jour. Med Assn. of Georgia, July, ror2. 
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Even superficial, properly directed questioning, how- 
ever, has in most instances elicited acknowledgment 
of nervous instability, palpitation, tremor, tachy- 
cardia, ease of exhaustion or perhaps loss of flesh, 
which the incredulous patient has invariably ex- 
plained as being due to other causes, but which we 
now feel warranted in identifying as expressions of 
a hyperactive thyroid. 

It is impossible properly to study these patients 
without keeping them in bed with quiet surround- 
ings for at least several days. The pulse rate and 
other symptoms can then be obtained and recorded 
by the nurse without whatever of excitement may 
attend the physician’s personal visit, when the pa- 
tient knows, as she usually does, that what he dis- 
covers at such times is important in that it will con- 
stitute the basis of his ultimate advice. 

Sex. 

Among the forty-eight histories there are three 
of men. Only two of these, however, really had 
goiters, the other having apparently the remnants 
of a thyro-glossal ducts. The ratio of men to women 
with goiter in this country is commonly mentioned 
as I to 4. 

Age of Appearance; Age When Symptoms Ap- 
peared.® 

Twelve of these goiters were thought by the pa- 
tients to have appeared at puberty. 

Respecting three (6, 13, 23) of the twelve, there 
was little of interest except the mere presence of the 
enlargement, the patients at the time of examination 
being under twenty and presenting no disturbing 


symptoms, except in case of No. 23, who chose - 


operation to relieve herself of the disfigurement and 
of an alleged choking sensation. Three (7, 21, 29) 
aet. 19, 18 and 22 respectively, exhibited a pulse of 
about 100, some undue nervousness, irregularity in 
the growth of the tumor, etc. Tio were operated 
on, the third now having the matter under advise- 
ment. One (30) aet. 19, gave a history of only 
slight growth for two years, then quite a consider- 
able increase in size for one year, at which time 
operation was done without any troublesome symp- 
toms except apprehension that trouble would appear 
later. One (41), aet. 23, thought her goiter re- 
mained stationary in size until a year before she 
came for examination, when it began to enlarge 
and her general health to decline. It developed that 
she had pellagra; she was referred for treatment, 
apparently recovered, had a partial thyroidectomy, 
and gained 25 pounds. One (16) had no trouble 
from puberty until age 26, when pregnancy caused 
further permanent enlargement with some symp- 


8See Table II, Appendix. 
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toms. One (22) thinks she had a small goiter at 
puberty which disappeared until she was 48, when 
she went into extreme hyperthyroidism, was teim- 
porarily relieved by pole ligation, but died later of 
thyroid intoxication. One (44) noticed no increase 
in size from puberty till she was 25, when she de- 
veloped well-marked symptoms. One (47) thinks 
she had no symptoms from puberty till 43; she is 
now, at 46, in such a precarious condition that no 
treatment will avail much. 

Nine of twelve goiters, therefore, appearing at 
puberty, at a later time, for some reason, underwent 
such changes or induced such symptoms as at least 
to cause apprehension, and the persons with the 
remaining three are still under 20, so that one can 
only conjecture whether they will yet give trouble. 

Five patients were still under 20 at the time of 
examination, though they did not think the goiter 
appeared at puberty. 

Of the two who think they have had goiter above 
30 years, one (22) recently died of acute thyroid 
intoxication, having had symptoms two years; and 
one (47) is beyond effectual help with symptoms 
of two years’ standing. 

Of the three who think they have had goiter be- 
tween 20 and 30 years, one (33) had sudden hemor- 
rhagic increase in size (cyst) requiring operation, 
one (25) has borne nine children and has an enor- 
mous growth, but is still without definite symptoms; 
one (27) shows the usual cardiac and renal effects 
of thyroid hypersecretion, and is a bad surgical risk. 

Of the two who think they have had goiter be- 
tween ten and twenty years, one (16) showed well- 
defined symptoms six months ago, but has been im- 
proved by prolonged rest; ome (38) has marked 
hyperthyroidism; one came to operation for serious . 
symptoms one year ago. 

Of the fourteen who have had goiter from five to 
ten years, all have either come to operation for 
troublesome symptoms, or are now running a pulse 
from go to 140 with other disturbances in accord 
with the tachycardia. 

Nearly one-third of the patients who developed 
symptoms give a history of having had the goiter 
three to six years before those symptoms became 
noticeable enough to the patient to give concern. 

One patient (46) is firmly convinced that her 
goiter did not appear until she was 61.* 

Family Tendency. 

Nearly one-third of the patients questioned on the 

point gave a history of some sort of family ten- 


‘This is unusual, if true, in that the appearance 
of goiter is noticeably an incident of the sexual 
age. 
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dency to goiter, the inquiry embracing aunts and 
cousins. When one considers how many people 
such an extension of the inquiry includes, however, 
its significance is not very great, though the relation 
was that of mother and daughter in nearly half the 
cases. 

Even where goiter is not endem’c many examples 
of hereditary influence are apparent. 

Predisposing Factors.° 

While we cannot here go into the various theories 
bearing upon the point, it is generally admitted that 
the appearance and continuance of hyperthyroidism 
is significantly coincident with, or sequent upon, 
some kind of physical or mental or nutritional tax. 

Analysis of the cases under consideration shows 
the following facts in this connection: 

Four may be thrown out on account of deficient 
history, or for other similar reasons. 

Twelve connect the appearance of the goiter with 
puberty. In cases of seven (of the twelve) there 
was an added tax, like pellagra (41), teaching at 18 
(17), prolonged and drastic nursing with uterine 
retroversion (44,) nephritis (47), responsible office 
work at 17 (29), etc.; and in every instance the time 
of entry of the added tax has a significant relation 
to the onset of symptoms. 

Nine make the appearance of the goiter coincident 
with pregnancy. Eight (of the nine) mention an 
added tax of indefinite pelvic disease (9, 11), eight 
later pregnancies in quick succession (25), stormy 
domestic relations (39), fibroid tumor (42), ovarian 
cyst with retroversion (45), great personal sorrow 
(43), and umbilical hernia with repeated pregnancies 
(48). 

Three noticed the goiter at the time of the meno- 
pause.” One (of the three) (22) at this time was 
under prolonged and disturbing mental strain last- 
ing twelve months; in case of the other two no very 
unusual depressing influences could be discovered. 

Seven say the goiter immediately followed such 
pelvic disturbances as puerperal infection, 


‘While there is a disposition in this part of the 
country to attach little importance to the view 
that drinking water may cause goiter, there are 
localities in Switzerland, Austria, Italy and else- 
where, where there can be no sort of doubt that 
water does cause it. The responsible ingredient is 
a substance (probably chemical) the potency of 
‘which is destroyed by boiling. 

*See Table II, Appendix. 

"Since hyperthyroidism induces a low state of 
health and therefore, at least to this extent, if in 
no specific way, correspondingly disturbs the men- 
strual function, more commonly perhaps causing 
amenorrheea, it is impossible to know the casual rela- 
tions existing between a goiter appearing in the 
fifth decade and amenorrhea. 
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gonorrhceal infection, simple bilateral salpingitis, and 
prolapsus with endometritis. In most instances the 
initial influence of these disturbances has been con- 
tinued through several years, and whatever weight 
they originally had as causes has been more or less 
constantly operative as an added tax. Not infre- 
quently it is a question whether the pelvic disease 
or the goiter is the more responsible for the com- 
plaints of the patient. This question arose in case 
of four patients. Three of the four had the pelvic 
trouble corrected by operation, but in no instance 
did the tachycardia, nervousness and weakness dis- 
appear until partial thyroidectomy was done later. 
The blood findings constitute a fairly reliable guide 
as to which trouble ought to be attacked first. 

Three associate the thyroid enlargement with con- 
valescence from acute infectious diseases—typhoid, 
diphtheria and acute arthritis. In addition to the 
infections mentioned two (of the three) had sub- 
sequent handicaps—pus tubes with a stormy domes- 
tic life (2), and office position of more than average 
responsibility (28). 

Six noticed the goiter either when sick with, or 
recovering from, such constitutional diseases as 
acute nephritis, pulmonary tuberculosis and syphilis. 
Three (of the six) had additional handicaps to health 
operating since the goiter appeared—all pelvic dis- 
turbances. 

Three had the goiter appear upon the heels of 
overwork in college (18), drastic nursing of a sick 
husband through three years with great mental 
anxiety (20), and the filling of a responsible office 
position under 18 together with domestic worry (36). 

Two (35, 46) cannot connect the goiter with any 
particular draft upon their resisting powers. 

It is to be noted that thirty-one of forty-four 
women definitely connect the appearance of the 
goiter with puberty, pregnancy, the menopause or 
pelvic lesions. Five additional women have had 
pelvic disturbances of one sort or another, in two 
instances appearing before and in three instances 
after the goiter. In those three whose pelvic dis- 
ease appeared after the goiter the hyperthyroid symp- 
toms were in abeyance until the pelvic disease de- 
veloped. So that in thirty-four of forty-four women 
normal of pathologic changes related to the genera- 
tive organs were significantly connected either with 
the appearance of the goiter or with the onset of 
symptoms. 

Furthermore, taking the twenty-four patients 
whose goiters appeared at puberty, pregnancy or 
the menopause—more or less physiologic conditions 
—eight had developed, at the time of taking the his- 
tory, no particular symptoms at all, and eleven de- 
veloped no disturbing symptoms until there appeared 


a 
as 
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on the horizon additional prognostic clouds as fol- 
lows: Pelvic disease (9, 11), extreme worry (meno- 
pause, goiter having appeared at puberty) (22), 
office responsibility at age 18 (29), domestic worry 
and probably pelvic disease (39), fibroid of uterus 
(42), great sorrow (menopause, goiter having ap- 
peared at 34) (43), drastic nursing with anxiety 
(44), nephritis (47), and umbilical hernia (48). 

So far as these histories indicate, therefore, some- 
thing more than a physiologic change connected with 
the female generative apparatus is commonly neces- 
sary at least to produce symptoms. That the average 
woman cannot live long without encountering some 
burden, physical or psychical, which will constitute 
the additional tax necessary to produce symptoms 
is all too true. 


Tachycardia. 


The pulse is recorded as follows: Below 90 in 
eight patients, between 90 and Ioo in thirteen, be- 
tween I00 and 110 in eleven, between IIo and 120 
in six, between 120 and 130 in four, above 130 in 
five, no record for two. 

No patient has been considered as_ having 
hyperthyroidism whose average pulse rate was not 
as high as 90; as a matter of fact, few so classified 
had a pulse as low as 90, and then they had other 
symptoms to justify the classification. On the other 
hand, five whose average pulse rate was above 90 
have been cleared of hyperthyroidism, the record 
being based on a single count, or there being some 
other explanatory collateral circumstance like preg- 
nancy. 

It should also be said that the rate here recorded 
is the rate before prolonged rest in bed. There is 
an exaggerated difference in the goiter pulse in re- 
_pose and under excitement, in bed and sitting up, 
when rested and when exhausted; and the more 
accentuated this variability, the more discouraging 
the prognosis... These histories emphasize the in- 
stability’ of cardiac equilibrium under the influence 
of circumstances which ordinarily ought not to ex- 
haust or excite the individual, and which did not do 
so before the goiter appeared. 

It is perhaps unnecessary to add that it is unfair 
to record the pulse rate taken one time only. Not 
a few well persons, especially women, coming for 
examination will experience sufficient disturbance 
of the nervous equilibrium to accelerate the pulse, 
and it is especially characteristic of hyperthyroid 
patients that they suffer the ‘superlative aberration 
of this kind. 


Palpitation. 
Only twelve of these forty-eight patients did not 
complain of palpitation of sufficient degree or fre- 
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quency to give them more or less concern;* two 
(of the twelve) had congenital relics, and therefore 
ought not to be counted. 

Of the thirty-six who did complain of this symp- 
tom, six were not particularly troubled except when 
excited or exhausted, and three others were trou- 
bled only “at times.” e 

Exopthalmos. 

Thirteen patients exhibited some degree of exoph- 
thalmos, and in three, cases the point was doubtful, 
It is a significant fact that of the first five patients 
reported in literature as having hyperthyroidism 
only one had exopthalmos.’ 

. Weakness. 

Thirty-three complained of muscular weakness— 
thirteen marked, twelve moderate, five slight and 
three extreme.” The symptom is particularly notice- 
able in the lower extremities, the patient being afraid 
to trust herself to go down steps, or to sit down 
without first grasping something. One patient (47) 
used crutches temporarily because the unsteadiness 
so affected the legs, the arms being still capable of 
holding and guiding the crutches safely. The insta- 


biilty is invariably made noticeably worse by excite- 


ment. 
Nervousness. 

Thirty-seven complained of nérvousness—eighteen 
marked, nine moderate, four slight, four on exer- 
tion and two extreme. 

The term “nervousness” is used by these patients 
to mean the ease with which comparatively trivial 
things upset them, matters like the unexpected call 
of a friend, an unimportant break in the daily 
routine, a delayed meal, waiting for a car, a visit to 
the doctor, or making a social call. The symptom 
is much more easily induced and much more ac- 
centuated when the patient is physically tired. 

Tremor. 

Twenty-eight exhibited tremor, from a slight de- 
gree to extreme. Fourteen had none, and in five 
cases no note was made. 


Excepting five (18, 19, 35, 43, 48) all patients 


listed as having hyperthyroidism had tremor, and 
these five are classed as mild. However, two addi- 


SPatients give various meanings to the term 
“palpitation.” Sometimes it means irregularity, some- 
times evidently tachycardia, sometimes mere con- 
sciousness of heart action; any cardiac variation 


from normal recognized by the patient has been al-' 


lowed to be so recorded. 

*Chas. Parry of Bath, 182s. 

“The symptom here called “weakness” is de- 
scribed by patients in various ways such as “easily 
exhausted,” “no strength,” “no endurance,” “tire 
easily,” “worn out all the time,” “no good for any- 


thing,” etc. 
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tional patients had tremor which may not have been 
due to thyroid activity. 
Loss of Weight. 

Twenty-seven have lost weight, from ten to fifteen 
pounds; three of these may have lost weight from 
other than goiter causes (their hyperthyroidism be- 
ing doubtful although they had goiters). 

This is a symptom which one can hardly say is 
recognized with any degree of common currency 
by the profession as being an expression of thyroid 
- over-secretion; efforts still are made to find other 
explanations—tuberculosis, anemia, syphilis, neuras- 
thenia, nephritis. The anti-fat remedies on the mar- 
ket are thyroid extract—a prop to the statement that 
hypersecretion of the thyroid causes loss of flesh. 
One seldom sees a patient with even moderately ad- 
vanced hyperthyroidism who has not lost flesh. 
Of course, the time may come, if the patient lives 
long enough, when the thyroid will undersecrete by 
reason of destruction of glandular tissue, and she 
will then probably gain in weight, although she may 
still have tachycardia and other relics of the ravages 
of a past oversecretion upon the vital organs. 

Skin, 

Sixteen showed significant skin changes. A few 
of these complained only of flushing too easily; 
in eleven the skin was hot and moist; in one it was 
bronzed, and in one it was purpuric. 

Effect of Thyroid Extract and lodine. 

No reliable information has been obtainable as to 
whether thyroid products and iodine have increased 
the severity of the symptoms. 

Many patients have taken “a tablet,” but few 
know what it was; more have painted the skin 
with iodine, but their ideas about the effect are 
obscure. A few seem to know they have been in- 
jured by one or both; a few seem to think they 
have been benefited; some were cured, but none 
stayed cured. 

Mental Depression. 

Seventeen had a degree of mental depression be- 
yond what was considered the average for well per- 
sons—four marked, seven moderate and six at times. 
It is not meant to include the natural apprehension 
a patient may have respecting the outcome of her 
case, 

Alimentary Disturbances. 

Six had severe vomiting attacks which could not 
be explained except as an expression of thyroid in- 
toxication. One, who has been through two preg- 
nancies since the goiter appeared, suffered extremely 
with the nausea and vomiting of pregnancy. This 
symptom is alarming. Two patients died during the 
exacerbation, and the others were.all seriously sick. 


The two who died also had diarrhoea with 
vomiting, as did at least one of the others. 
Menstruation. 
" A note was made respecting the menstruation of 
thirty-two patients. In six it was normal; in nine 
it was noted as “irregular” or “disturbed;” in two 
there was metrorrhagia; in two dysmenorrhea; in 
eight under 45 amenorrheea, and in five past 45 
amenorrheea. 

Two facts appear: (1) An‘unduly large number 
of women with goiters have menstrual disturbances; 
(2) an unusual proportion under 45 have amen- 
orrheea.” 


Blood Findings. 
Below is submitted a table setting out the results 
of blood examinations in seventeen patients: 


Polynuc- Lympho- Eosino- 
clears cytes phi’ 
per 
cent. Hyperthyroidism. 

2 Moderate. 
Extreme. 
Marked 
Doubtful. 
Marked. 
Moderate. 
Acute, fatal. 
Marked. fatal. 
Acute, fatal. 
Merk d. 
Slight. 
Doubtful. 
Marked. 
Slight. 
Marked. 
Moderate. 
Marked. 


Case 
No. 


Ny 


HE: 


So far as the proportion of polynuclears and lym- 
phocytes is concerned I have come to expect confi- 
dently that the disturbed relation of Kocher will 
nearly always be found.” The only outstanding 


“It is generally recognized that amenorrhea 
is an accompaniment of under-secretion of the thy- 
roid. Charcot, Aran, Pinard, Trousseau and others 
long ago called attention to the coincidence of 
thyroid hypersecretion and amenorrhea; and it 
seems to be the observation of most present day 
clinicians that the menstrual derangement more 
commonly takes the form of amenorrhcea than 
otherwise. The early view, however, that the 
amenorrheea elicits the thyroid hyperactivity does 
not now enjoy general acceptance, though ‘one is not 
justified in denying that the withdrawal of ovarian 
function (so far as the amenorrhcea may be so 
interpreted) may so disturb the ductless gland rela- 
tions as to upset thyroid equilibrium. 

*“Leukopenia, diminished number of polynuclears. 
increased number of lymphocytes. Kocher is said 
to regard the picture as being so constant that he 
refuses to operate irf its absence. 
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exception to the usual variation from normal is in 
-case No. 15. This patient was suffering with un- 
-doubted thyroid intoxication and died of it a few 
weeks after the count was made. There is some 
evidence of faulty technic in this instance. 

About half the patients whose blood was examined 
exhibited leukopenia. 

In case of No. 22 there was an undoubted change 
toward normal three days after double pole ligation, 
‘but three days later still the leucocytes were 51 per 
cent and the lymphocytes 48 per cent. 

Most observers do not find the changed blood 
picture entirely constant in the presence of hyper- 
thyrodism.” 

After symptomatic cure by operation or otherwise 
it seems that a return to the normal lymphocyte 
-count does not always occur even after a number 
of years,“ and it has been assumed that a per- 
sistent thymus, being at least sometimes under sus- 
picion as the cause of Basedow’s disease, may also 
“be responsible for the blood changes. 

One may also well be concerned in advance of 
-operation about the coagulation time of hyperthyroid 
patients. The coagulation time of No. 22 was ten 
minutes, and she gave a history of bleeding a long 
‘time from trivial accidents. Injections of normal 
serum before operation brought about a satisfactory 
change. Nos. 15, 24 and 45 exhibited petechie; No. 
44 vomited blood; and Nos. 15 and 45 had 
hematuria; No. 33 presented a _ history of 
‘hematemesis and melena, and her wound had to be 
opened for capillary oozing eight hours after opera- 
tion. 

Aside from the circumspection due the matter of 
-coagulation time from the operative standpoint, it is 
to be remembered from the diagnostic standpoint 
that coagulation is accelerated by hypofunctioning 
and retarded by hyperfunctioning.” 


Heart. 

_ There is connected with thyroid history no more 
disappointing fact than the effect of the continuous 
-oversecretion upon the heart. All the more advanced 
cases in this series had not only irritable, unstable 
hearts, but in five instances the ravages were so 
extreme that any such tax as a general anesthetic 
-could not probably have been borne. Two (15, 47) 
of these had a blood pressure of 230 and 240 respec- 
‘tively with advanced renal disease, it being a mat- 
ter of doubt whether the nephritis antedated or fol- 


®Mayo Surg. and Obst., August, I910; 
‘Buhler, quoted J. A. M. A. June 18, 1910; Gottlieb, 
Deutsche Wochenscrift, November 23, 

“Coenen, quoted in J. A. A., January 20, 
11912: McWilliams Annals Surgery, November, 1912. 
*Kottman, Kocher. 
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lowed the thyroid hyperactivity. At least five others 
had hearts in such condition as to cause some appre- 
hension, though three of them underwent operation 
safely. 

It is not possible in case of the first five men- 
tioned above, and not probable in case of the second 
five, that the heart can ever, under any treatment, 
be restored to anything more than relative integrity, 
It cannot be made much better; it may be prevented 
from getting worse. 

Kidneys. 

Nine showed albumen and casts, while two (15, 
48) had blood also. In fact there was only one pa- 
tient with marked or extreme hyperthyroidism whose 
urine was examined who did not exhibit evidence of 
nephritis. 

Next to the effect on the heart, perhaps over- 
shadowing it, the effect on the kidneys of thyroid 
intoxication is the most regrettable and irreparable. 

Most Troublesome Symptoms. 

Patients were asked to mention the three symp- 
toms which gave them most trouble. 

First place was given to the following in order: 
Muscular weakness, nervousness, palpitation, appre- 
hension, nausea and vomiting, pressure, choreic 
movements, melancholia. 

Second place was given in order to nervousness, 
weakness, palpitation. 

Third place was given in order to nervousness, 
weakness, palpitation, nausea and vomiting. 


Hyperthyroidism. 

In considering if a patient has what we call hyper- 
thyroidism, the most common symptoms have been 
looked on as being tachycardia, nervous excitability, 
muscular’ weakness and the ease with which these 
are induced or increased by exertion or excitement. 
No patient has been said to have hyperthyroidism 
who did not have tachycardia. The table appended 
indicates the classification. 

This study emphasizes the following points: 

(1) Most patients with goiter have some symp- 
toms which are falsely ascribed to neurasthenia, 
anemia, tuberculosis, nephritis, etc. 

(2) A large proportion of girls developing goiter 
at puberty will exhibit symptoms unless the goiter 
disappears in two or three years. 

(3) A symptomless goiter being present is apt to 
be incited to pernicious activity upon the introduction 
of any factor which may constitute a physical or 
mental tax. 

(4) There is a very significant:relation between 
the appearance of goiter (at least of symptoms) and 
changes in the female generative organs. 

(5) Every goiter is pregnant with potential dan- 
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DISCUSSION. 


Dr. J. Hugh Carter, Memphis, Tenn.—Mr. Presi- 
-dent, this is a very important subject; one that has 
“been given a great deal of attention in the last few 
years. I would like to have time to study the doc- 
tor’s paper, because it covers so much ground and 
so many valuable points. However, what few re- 
marks I shall make will be on ‘the treatment, you 
might say, of goiter. 

We have three kinds of goiter—hypo, hyper- 
trophied, then the plain old goiter without any 
symptoms whatever, myxcedema on hypo; then, of 
course, the exaggerated form of the hypertrophied, 
which we speak of in the exophthalmic goiter; then, 
of course, the simple old goiter that we see very 
frequently without anv symptoms. 

As to the exophthalmic, when the diagnosis is 
made I don’t believe there is but one treatment, and 
that is surgical. 

As to the serum, you seem to get beneficial re- 
sults, at times, but when you leave off the serum 
for a while and they get back to work, and are not 
under thorough treatment, you have the same treat- 
ment to go over again and again. 

Now, the plain old goiter, thev go for years with- 
out any symptoms whatever. Of course, if that is 
true, and the patient does not object to it, you leave 
it alone. Sometimes it goes for years and then 
finally produces symptoms. We paint them with 
iodine, feed a good, non-meat diet, give them car- 
bohydrates and especially leave off the meats. Of 
course, you give them butter fats and things of that 
kind. Mostlv fats and oils. Then, of course, keep 
the patient’s bowels thoroughly open, and the iodine 
treatment is used in some cases, especially in the 
colored race. I had charge of a free clinic for five 
years, and it is wonderful what you can do under 
the treatment without operation. 

Of course, we understand about the treatment. 
But I want to insist on those goiters, just simply the 
enlargement and even with periodical symptoms, once 
in a while of nervousness and pressure on the 
laryngeal nerve, even with the ideal treatment, and 
again as high as 25 and 30 drops of the iodine. Of 
course that was in charity cases and vou can increase 
it if you want to. With rest it is wonderful what 
the patient will do in certain cases. I believe we 
should try this treatment first, without operating, in 
the ordinary cases. 

In the hyper-goiter I treat it surgically because so 
many cures will take place. 

I am glad to have had the pleasure of hearing 
the Doctor’s paper, and I look forward to reading 
it, when I can study it. 
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Dr. Martin—I do want to compliment the doctor 
on the good work he has done. It is more of this 
kind of thing that is going to settle the question for 
us—these exact histories and results of what the 
cases do. It is the only way to keep track of it. 
And Dr. Jones has shown a remarkable amount of 
careful work that is irrefutable and I desire to 
thank him for it. 

Dr. Jones closes—I desire to say that the charts 
have been compiled from histories. You will see 
from these charts that several with goiter claim 
they have no symptoms. 

I am asked as to carcinoma. I reallv have not 
had any under my personal observation, even an 
indication of cancer of the thyroid gland. 

Another thing brought out in conection with these 
charts. There is no sort of relationship between 
the symptoms and the size of the thyroid. Until 
we realize that fact we are handicapned in the treat- 
ment. I think there were two cases that actuallv 
resented a suggestion of the enlargement of the 
thyroid gland. 


GASTRIC AND DUODENAL ULCER* 


By P. C. Perry, M. D. 
Jacksonville, Fla. 


Under the head of Gastric and Duodenal Ulcer it 
will be necessary to consider them collectively, inas- 
much as their symptomatology, etiology and treat- 
ment are almost identical. 

Etiology—Of the etiologic factors that must be 
considered as a cause for ulcers, either in the stom- 
ach or in the duodenum, we will consider sex, age, 
heredity, occupation, trauma, and associated diseases 
and finally make the statement that there is no single 
or multiple factor that can give a definite reason 
for the formation of gastric or duodenal ulcers. 

In gastric ‘ulcer we find that the age is between 
twenty and forty when they are most prevalent. 
and that sixty per cent of gastric ulcers occur in 
women as against forty per cent in the males, where- 
as, in duodenal ulcer we find that men are more 
frequently attacked with ulcer and that the age of 
the patient when most frequently subject to attack is 
betweén twenty and forty. 

Heredity appears to play a very limited part as to 
its formation. 

Occupation—Servant girls seem particularly prone 
to the disease. This may be explained partly by their 
carelessness in habits, in eating and partly in con- 
nection with an associated anemia. The special lia- 
bility of shoemakers, weavers and tailors to ulcers 
is probably connected, as Habershon suggested, with 
pressure on the stomach. 


*Read in the Section on Surgery at the sixth 
annual meeting Southern Medical Association, 
Jacksonville, Fla., Nov. 12-14, 1912. 
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Trauma—Ulcers have been known to follow a 
blow in the region of the stomach. Rasmussen holds 
that pressure of the costal margin from various 
causes induces anemia and atrophy of the mucous 
membrane, particularly in the region of the smaller 
curvature. 

Associated Diseases—Anemia and chlorosis pre- 
dispose strongly to gastric ulcer, particularly in 
women and is associated with menstrual disturb- 
ances. Duodenal ulcer is less common than gastric 
ulcer in the ratio of about one to ten. 

Symptomatology of Gastric Ulcers—Under the 
head of symptomatology we may consider first the 
disturbances of digestion, motor insufficiency of the 
stomach, gastric juices and their changes and hemor- 
rhage. Of the digestive disturbances it may be said 
that the onset of the disease may not give any 
definite trend of symptoms until it is first brought to 
our attention by a hemorrhage. It has been said 
that fifty per cent of all cases of gastric ulcer will 
show anywhere from a slight hemorrhage to that 
of a profuse hemorrhage, depending upon the ero- 
sion of the ulcer and the size of the blood vessel. 
Of the other symptoms, they are vomiting, epigas- 
tric pain, tenderness, hyperacidity and bleeding. If, 
as happens in many cases, these symptoms are tran- 
sient and are completely recovered from in a few 
weeks or months under medical treatment, the con- 
dition is in no sense a surgical one, except that op- 
eration may be called for in perforation or serious 
hemorrhage. In chronic cases, the patient suffers 
from pain when food enters the stomach. The pain 
may be merely a sense of burning or oppression in 
the stomach, or may consist of cramp-like attacks 
of epigastric pain. Pain over the stomach will usually 
be present, and yet it must be said that similar symp- 
toms occur in gastritis, in cancer, or in neurotic af- 
fections of the stomach, in ulcer of the duodenum 
and in affections of the pancreas, cholelithiasis and 
gastroptosis. In addition, loss of appetite, regurgita- 
tion of food, pyrosis, usually vomiting, and consti- 
pation of the bowels are commonly present. As the 
result of the pain, the vomiting, the inability to take 
and digest proper quantities of food, many patients 
suffer severely in general health. They become weak, 
anemic and emaciated. 

If the ulcers are situated in the stomach, or well 
within the pylorus they will produce obstructive 
changes which in a measure produce atony of the 
stomach walls, and as the result of these disturb- 
ances you will have fermentative changes taking 
place in the stomach that produce almost the same 
symptomatology as heretofore mentioned. 

The most frequent location of gastric ulcer is on 
the lesser curvature above the pylorus and extend- 


ing downward anteriorly and posteriorly in a man- 
ner which has been compared to a saddle, and is de- 
scribed surgically as a saddle shaped ulcer. Fre. 
quently an anterior and posterior ulcer thus exist 
connected across the lesser curvature by a bridge 
of cicatricial tissue. The posterior ulcer, as a rule, 
is the more extensive. Ulcers of the stomach pro- 
ducing a perforation of the anterior wall are usually 
followed by acute suppurative peritonitis, while those 
of the posterior wall of the stomach are acconi- 
panied with adhesions, later by a subphrenic abscess, 
which is a very grave complication unless very early 
diagnosed. 

In hemorrhage from gastric ulcer it has been said 
that there is an attendant mortality of approxi- 
mately twenty-five per cent in all cases, whether 
operative or otherwise. 

Symptomatology of the Duodenal Ulcer—In duo- 
denal ulcers the pain runs in decided periods of at- 
tacks lasting from a few days to several months, 
may and often does come suddenly, usually occurs 
daily or several times a day during this period. It is 
burning and gnawing in character, and if perforation 
has not complicated affairs or spasm has not been 
marked it less often reaches a sharp lancinating 
type of gall stone colic. In the greater number of 
cases the pain is caused by the irritant action of the 
acid, acrid contents on the ulcer area of the duo- 
denum itself, heightened by the accompanying spasms 
and gas formation. In the lesser number it is due to 
perforation, a complication more frequent in duo- 
denal than in stomach ulcer, because of the thinner 
walls of the duodenum. Pain is at its heighth from 
two to five hours after food, or just preceding meal 
hours, and the field of radiation is usually limited 
to the stomach and duodenal area. It entirely dis- 
appears or is quieted for a time by food, drink, alka- 
lines, vomiting or irrigation. That is, anything that 
diverts, dilutes, neutralizes or removes this acid 
liquid brings relief to pain as well as to most of the 


‘other distressing symptoms. Until obstruction ap- 


proaches the easiest moments are those immediately 
following a meal or when the stomach is wholly 
emptied by vomiting or irrigation. Continuous dis- 
tress is rarely met with unless motor power is de- 
cidedly lessened, or large ulcers elsewhere add their 
baneful influence. In both conditions peritonitis 
often gives pronounced rigidity and great tender- 
ness, but in perforating ulcer they are usually much 
more persistent. Spasm of the diaphragm is rarely 
caused by pain or ulcer. 

In duodenal ulcer the history of gas formation is 
almost as valuable as pain and frequently on this 
factor alone a diagnosis depends. This may be the 
first sign to call attention to the deranged digestion. 
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It appears before obstruction in’ any degree can be 
demonstrated and it surely comes as soon as motor 
power is appreciably lessened. The formation of gas 
is at its heighth when pain is greatest from two to 
five hours after meals. The same measures relieve 
gas that relieve pain. Vomiting, which is very com- 
mon, is of less importance than the two already con- 
sidered, because in the early stage of each disease 
when medical treatment should be instituted vomit- 
ing is not so frequently a significant factor. 

Hemorrhage in ulcer of the duodenum is rarely 
frequent and the blood varies from mere traces found 
while irrigating the stomach to large quantities while 
vomiting, or passed by the bowels. By this single 
manifestation of ulcer we must occasionally make 
our diagnosis, for blood from the stomach, in an 
otherwise healthy person should be taken as evi- 
dence, even when all so-called dyspeptic symptoms 
are wanting. Fainting and collapse, with sudden 
anemia accompany decided hemorrhage of the stom- 
ach or duodenum, and even when not in great 
amount the effect may be profound. 

Condition of the Bowels—Often the patient will 
complain of constipation early in ulcer history, even 
when the troublesome element of digestion can be 
diagnosed nothing more than hyperchlorhydria or 
hypersecretion, but as the disease increases and the 
motor power lessens either from obstruction, spasm, 
or myasthenia, constipation increases and is at times 
the greatest complaint from which relief is sought. 
Constipation varies with these spells and during in- 
termission the bowels may be tolerant, if not nor- 
mal. Late in the disease the bowels are usually ob- 
stinate as are also the other symptoms. . 

Loss of Nutrition—This is often seen in the later 
stage of the disease, the patient losing as much as 
fifty to one hundred pounds after the disease has 
become chronic. In the early stages gain of flesh 
follows rapidly on the path of the intermission, or 
loss and gain may be marked in degree either way. 

Ulcer of the duodenum will often be closely simu- 
lated by common duct obstruction, some chronic 
forms of cholecystitis and gall stone cases in which 
one of a few large stones are in a shrunken gall 
bladder or cystic duct. In ulcers of the doudenum 
the acidity runs above normal in the larger number 
of cases, being about that found in peptic ulcers 
elsewhere. 

Acute Perforation—In acute perforation the pa- 
tient presents well defined and grave symptoms out 
of all proportion to the apparent trouble. When 
seen within the first few hours after the rupture 
has taken place you will. find a well defined ex- 
Pression on the face of the individual of anxious- 
Ness, rapid breathing, depression, together with a 
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retracted abdominal wall, hard and tense, often 
board-like, to be followed within a few hours by all 
the classical symptoms of profuse suppurative peri- 
tonitis, with dullness over the entire right side, later 
on gas distension and tympanites, and it will have 
to be diagnosed ‘and differentiated from appendi- 
citis and is often mistaken for the same. In fact, 
in fifty-one cases reported by Mr. Moynihan, only 
two cases were correctly diagnosed and_ incision 
was made over the appendix region in nineteen of 
this number. 

Symptomatology—Sudden onset of severe abdo- 
minal pain, especially severe above and to the right 
of the navel, out of all proportion to all other. 
clinical symptoms and often proving fatal; retrac- 
tion of the abdomen, if seen very early, followed 
later on by rigidity; dullness of the right rectus; 
the manifestation of all classical symptoms of ap- 
pendicitis, distension and immobility of the right 


side. 


Diagnosis—In attempting a diagnosis of either 
an acute or a chronic peptic ulcer, certain definite 
rules should be followed, viz., a thorough inspec- 
tion of the abdominal wall, palpation, percussion, 
and if the possibilities of the acuteness of it can be 
eliminated the distension of the stomach with gas 
to give you an accurate outline of the stomach wall. 
Of the other methods that may be used that will 
have more or less bearing on the case are the ex- 
amination of the stomach’s contents chemically, dif- 
ferentiated blood counts, which is of minor impor- 
tance except where peritonitis exists, examination 
of the feces, and in a certain percentage of cases 
the use of bismuth sub-carbonate given in an emul- 
sion either of milk, of mucilage acacie, or such other 
vehicles as the radiaographer may choose. This will, 
in a large number of cases, demonstrate the pres- 
ence of pyloric stenosis, malposition of the stom- 
ach, adhesions, and by the use of the fluorescent 
screen one may study the motion of the stomach, 
forming therefrom a very accurate idea as to the 
ability of this organ to perform certain definite 
functions. In fact, it may be said that the use of the 
X-ray has brought about a wonderful change in the 
minds of the mtedical profession as to the actual 
functions of the stomach and the best method of 
treating same. The analysis of the stomach’s con- 
tents in this condition uniformly gives but little as- 
sistance except in determining the presence or ab- 
sence of an acid condition, together with the rem- 
nants of food as given after a test meal. (Never- 
theless, the slight findings gained from such an 
examination, added to the symptomatology, are of 
benefit. For instance, if we find food remnants in 
the stomach’s contents, say after giving a test meal 
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of raisins and rice and pumping the stomach out 
the next morning, and if persistent food remnants 
are found at each examination it is very indicative 
of pyloric stenosis and must be given great weight. 
But finding this present one time should not be of 
sufficient importance to make your diagnosis, but 
should be repeated not less than three times, finding 
same true at each examination. Others may use 
other forms oi test breakfasts, such as Ewald’s, 
shredded wheat and water, or other forms of test 
breakfasts, but they have for their ultimate end the 
determining of food remnants. The same examina- 
tion holds good whether it be a gastric or a duo- 
denal producing pyloric stenosis. 

The diseases that one will have to differentiate 
from ulcers are pancreatitis, inflammation of the 
gall-bladder and its ducts, epigastric hernia, appen- 
dicitis and possibly renal colic. 

Treatment—The medical treatment of gastric and 
duodenal ulcers has practically included every drug 
within the pharmacopeia, great claim being made for 
many of them, such as bismuth, bi-carbonate of soda, 
and alkaline waters of one kind cr another, but at 
this time it is safe to say that practically all cures 
that come are spontaneous and would have gotten 
well without the giving of any medication, and the 
only relief that is possible when the symptoms are 
most acute is by giving a diluent that is alkaline. 

Of the other form of treatment to be considered, 
viz., surgical, this in a like manner has been abused 
quite as often as has the medical treatment. Not 
long ago many eminent surgeons were doing gastro- 
enterostomies for ulcers that could not be demon- 
strated even after the abdomen was opened. Look- 
ing carefully over the post-operative histories of 
many cases that had such an operation done, one 
is confronted with numerous failures, whereas at the 
present time the surgeon must be sure and must 
demonstrate to his assistants and onlookers the 
presence of an ulcer and the evidence of pyloric 
stenosis, or adhesions sufficient in character to pro- 
duce obstructive changes, before he is justified in 
doing a posterior gastro-enterostomy. The rule is 
practically laid down for such operative procedure 
in the following way: Any ulcer situated within 
an inch and a half of the pyloric end and accom- 
panied by a stenosis calls for one of two procedures; 
either a pylorectomy, if the ulcer is within the stom- 
ach proper, or a posterior gastro-enterostomy if on 
the duodenal side. The reason for this is quite ap- 
parent. It is well known that all ulcers of the stom- 
ach are prone to carcinomatous degeneration. In 
fact, it is generally stated that sixty per cent of all 
carcinomatous conditions in the stomch are secon- 
dary to ulcer of this order, whereas ulcers within 


the duodenum very rarely undergo carcinomatous. 
changes, and it is questionable whether or not they 
are implanted on the ulcer secondarily. Ulcers with- 
in the stomach situated either on the posterior or- 
anterior wall that are an inch and a half away from. 
the pyloric end call for excision. This may be ae- 
companied by either excising an ulcer on the pos- 
terior surface by opening the anterior wall of the 
stomach and excising in this manner, or, if situated! 
as a saddle shaped ulcer on both the posterior and’ 
anterior wall one will resect as much of the stom- 
ach wall as is required to remove all diseased area, 

Operations and Indications for Same—Many op- 
erations have been devised for the relief of ulcer- 
ative conditions within the stomach or duodenum, 
beginning with the first work done, which was an: 
anterior gastro-enterostomy by Wolfer’s original op- 
eration, to the present posterior gastro-enterostomy, 
Many modifications of original operations have been: 
devised, such as the Finney operation, Rodman’s op- 
eration, etc., but they all have for their ultimate end’ 
the cure of these ulcerative changes. When the- 
ulcers are multiple or single and are situated within 
the stomach proper an inch and a half from the 
duodenal opening, it is best to consider the resec- 
tion of this ulcer area in toto, or to do a gastrectomy. 
If the ulcerated condition is within the duodenum, 


then the placing of a purse string suture around the- 


base of the ulcer which performs a two-fold fune- 
tion, viz., covering over the area for the prevention 
of a future perforation first, and second by obstruct- 
ing more the pyloric opening so that when the pos- 
terior gastra-enterostomy is done there will be less 
likelihood of a pylorus becoming patulous and in. 


this manner bringing about a vicious circle. It is- 


not feasible to describe in detail any particular op- 
eration or the technic for doing same, as they are 
so well known and described in the modern text that 
one can obtain same at a glance. 

The Indications for a Gastro-Enterostomy—A—It 
may be made use of in malignant disease of the 
stomach or duodenum under the two following con- 
ditions chiefly: First. Together with pylorectomy 
or partial gastrectomy. This combination of opera- 
tions has given good results: it enables us to at- 
tempt the removal of the disease and at the same 
time greatly shortens the operation. 

Second—Alone, where the malignant disease ex- 
tends too far into the stomach, especially along the 


lesser curvature, or where it is too fixed—e. g., to 


liver or pancreas—to make either a pylorectomy, 
or a partial or complete gastrectomy, justifiable, or 


where secondary deposits and fixed enlarged glands- 


can be felt; where the cachexia and emaciatiom: 


of the patients are not so marked that it is very” 
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doubtful whether they will survive an operation 
that necessitates the handling of very vital parts, 
and for its success entails a certain adequate amount 
of plastic repair. 

B—In certain non-malignant diseases of the 
stomach and duodenum. 

First—In most cases of pyloric stenosis, especially 
when there is great dilation of the stomach, much 
thickening of the pylorus, extensive adhesions or 


' active ulceration. When the stomach is greatly di- 


lated, posterior gastro-enterostomy with a large 
opening provides far better drainage than any 
pyloric operation. 

Second—In chronic ulcer of the stomach or duo- 
denum, causing severe and recurrent hemorrhage, 
in spite of careful and thorough medical treatment. 
For the large majority of surgoens, if not for all, 
it is never wise to perform gastro-enterostomy dur- 
ing the progress of severe gastric hemorrhage. 

Third—For chronic or relapsing ulceration of the 
stomach or of duodenum after medical treatment 
has been thoroughly tried and has failed. 

Pathology of Gastric and Duodenal Ulcer—The 
round, perforating, simple or peptic ulcer may be 
single or multiple, and occurs in the stomach and 
in the duodenum as far as the papilla. Postmortem 
statistics show a greater per cent of gastric ulcer, 
but the experience of surgeons has taught us that 
in more than fifty per cent of the clinical cases the 
ulcer is outside of the pyloric ring. 

These ulcers are progressively destructive, begin- 
ning in the mucosa and sometimes extending to and 
even through the deeper layers of the viscus, of the 
nature of a degeneration or necrosis. These ulcers 
occur practically only where the gastric juice flows, 
and are found, therefore, only at the extreme lower 
end of the esophagus, in the stomach itself, and in 
the portion of the duodenum above the opening of 
the common bile duct in most all cases. Such ulcers 
may be acute or chronic, with or without tendency 
to cicatrization and healing. They leave an open 
loss of substance, usually round or oval in shape, 
with edges which are, as a rule, clean cut in the 
acute and sub-acute cases; more irregular in the 
chronic. Pathologically the acute and chronic ulcers 
have the same etiology and it is only the course 
which is different. 

Of gastric ulcer the posterior surface of the stom- 
ach is the commonest site and ulcers are found there 
in about forty-two per cent of all cases, especially 
hear the pylorus and along the lesser curvature. 
Statistics vary as to the exact location. 

Of duodenal ulcer by far the greater number are 
situated in the first portion of the duodenum ex- 
tending to within three-quarters of an inch of the 
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pyloric sphincter, and the deepest portion is usually 
just below the pylorus where the acid chyme most 
affects the intestinal mucous membrane. Statistics. 
vary here also as to the location of duodenal ulcer. 
Probably the following is a fair estimate—ninety- 
one per cent in the first portion and two per cent 
in the third and fourth portions. Of these the greater 
portion were situated on the anterior wall of the 
duodenum. All observers do not agree upon this 
point. 

Pathologically duodenal ulcers are found in 03 
per cent of all autposies (combined statistics). Gas- 
tric ulcer varies according to different observers be- 
tween 0.75 per cent and twenty per cent. Statistics. 
bearing upon pathological examinations are often in- 
sufficient, either from the frequency with which 
simple ulcers are overlooked through lack of obser- 
vation, or because the healing has been so perfect 
that no scar is left behind. 

These ulcers are usually single, but often multiply. 
Indeed, that they are commonly multiple is becom- 
ing more and more recognized. As many as thirty- 
four ulcers have been found studding the walls of 
the stomach in a single case. When multiple in 
the duodenum they are usually crowded together 
in the first portion; more rarely they exist simul- 
taneously in different parts of the duodenum. When 
multiple they may all seem to be of the same dura- 
tion, or some may be in a state of healing, one may 
have perforated, while others seem quite recent. 
Statistics show that acute and chronic ulcers are 
multiple in from thirteen to fifty per cent of cases. 
Acute ulcers are multiple in a higher per cent than 
are chronic ulcers. 

The more acute ulcers are punched out in ap- 
pearance, round or oval and sharp in outline. The 
floor and edges are congested and soft. The less 
acute ones are shelved or terraced with thickened 
and indurated edges, and not infrequently have a 
sloping form, which gives the ulcer a funnel shape 
with the widest diameter and the greatest loss of 
substance at the mucosa. The ulcers become grad- 
ually narrower as one approaches the serosa. This 
was seen to correspond to the distribution of the 
blood vessels. The still older ones are often irregu- 
lar in outline, spread out and with the mucosa rolled 
inward and thickened at the edges. If extensive 
they are serpiginous, and this is especially the case 
where several have fused. Thickening and raising 
of the edges occur as the ulcer gets older. Often 
they are saucer-like with beveled edges and rounded 
out or concave. 

Acute ulcers may be quite superficial, presenting 
themselves as mere erosions of the mucous mem- 
brane. The more chronic forms are deeper, extend- 
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ing to the sub-mucous or evén to the muscular coat, 
and occasionally penetrating through’ all’ coats when 
the liver, the head of the pancreas, or some other 
neighboring structure may form the floor of the 
ulceration, adhesions having prevented an open rup- 
ture into the abdominal cavity. The mucosa sur- 
rounding an ulcer, although usually normal, may 
present evidence of irritative changes, and is some- 
times irregularly elevated or polypoid. Cicatrization 
may often be seen progressing in various portions 
of the walls. The muscle beneath is shrunken, the 
floor is grayish brown or red and smooth, rarely 
ragged. It is generally covered with some necrotic 
tissue, and in old ulcers with indolent granulation 
tissue. Sometimes there is a hemorrhage exudate. 
Adhesions may occur to any surrounding or neigh- 
boring tissues or organ. 

These ulcers vary in size from a few millimeters 
to five centimeters or more in diameter, sometimes 
even forming a ring more or less completely sur- 
rounding the organ. 

Microscopically a recent ulcer shows but little. 
The lesion is essentially a necrosis. Except for the 
loss of substances and the terraced condition of the 
edges there may be no further change, or at most, 
only a fine granulation of the cells. Only excep- 
tionally is there a marked inflammatory reaction. 
Even in ulcers of long standing the reactive phe- 
nomena are by no means pronounced. There is 
merely slight diapedesis of leucocytes, the muscularis 
shows fatty change and the vessels exhibit pro- 
liferating endarteritis. 

Among the more serious changes which an ulcer 
may undergo are the following: 

Perforation—This occurred from gastric ulcer in 
28.1 per cent of 1,871 cases collected by Musser. In 
Mayo’s series duodenal perforation is the more com- 
mon. Of 272 cases of duodenal ulcer in Mayo’s 
series, perforation was found sixty-six times. Per- 
foration of the anterior wall of the stomach usually 
excites an acute peritonitis. On the posterior wall 
the ulcer penetrates directly into the lesser peri- 
toneal cavity, in which case it may produce an air 
containing abscess with the symptoms of the condi- 
tion known as subphrenic pyopneumothorax. In 
rare instances adhesions and gastrocutaneous fistula 
form, usually in the umbilical region. Fistulous com- 
munications with the colon may also occur, or a 
gastro-duodenal fistula. The pericardium may be 
perforatéd and even the left ventricle. Perfora- 
tion into the pleura may also occur. Abscesses of 
the spleen, liver or pancreas may result from per- 
foration into these organs, also of the gall-bladder 
and mediastinum. Duodenal rupture may take place 
into the aorta, portal vein or vena cava. 
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Erosion of Blood Vessels—In both forms: of ulcer, 


hemorrhage occurs in 81 per cent of Musser’s , 


series of 1,871 cases. In Moynihan’s 114 cases of 
duodenal ulcer, hemorrhage occurred in 41. Hemor- 
rhage is more common in the chronic form of ulcer, 
Ulcers on the posterior wall of the stomach may 
erode the splenic artery, but perhaps the bleeding 
proceeds more frequently from the artery of the 
lesser curvature. In the case of duodenal ulcer the 
pancreaticoduodenal artery may be eroded or fatal 
hemorrhage may .result from the opening of the 
hepatic artery, or more rarely the portal vein. 

In the healing of ulcers scars are formed in the 
walls of the stomach and duodenum. These can 
often be demonstrated at autopsy and have a rather 
characteristic stellate shape. The healing of an ulcer 
may be so complete that no trace of it is left be- 
hind. Superficial ulcers often heal without leaving 
any serious damage. Stenosis of the pyloric orifice 
not infrequently follows the healing of an ulcer in 
its neighborhood with secondary dilatation of the 
stomach. The large annular ulcer may cause in 
its cicatrization an hour glass, contraction of the 
stomach. There may result stenosis or deforma- 
tion of the duodenum, which, if in the neighbor- 
hood of the papilla of Vater may occasion obstruc- 
tion of the biliary and pancreatic ducts. 

Perigastric adhesions are a quite common fol- 
lower of ulcer. The lesions may be quite extensive 
and the condition has been called plastic pergas- 
tritis. It may be associated, too, with hypertrophic 
thickening of the coats of the stomach and with 
plastic peritonitis. In some instances the pylorus 
may be narrowed as a result of the adhesions, or 
a sort of hour glass stomach may be produced. The 
motility of the organ is interfered with in no few 
‘cases. 

Carcinomatous transformation is a not infrequent 
result of ulceration of the stomach and duodenum. 
Graham, working at the Mayo clinic, suggested after 
an analysis of the cases there that probably 61 per 
cent of all their gastric cancers had a previous his- 
tory of ulcer. 


A SURGICAL TREATMENT FOR LOCOMOTOR ATAXIA. 


By L. N. Denslow, M.D., Fellow New York Academy 
of Medicine. Published by Balliere, Tindall & Co. 
London. 


Dr. Denslow adds one more to the many theofies 
concerning the cause of locomotor ataxia. He re 
fers it to peripheral nerve irritation, especially from 
the male urethra. He gives logical reasons for his 
opinion and cites the records of numerous opefa- 
tions in support of his theory. It is interesting if 
not convincing. 
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THE DISCREPANCY BETWEEN CLINICAL 
AND POSTMORTEM FINDINGS IN 
CANCER OF THE STOMACH.* 


By W. A. Bryan, M.D., 
Nashville, Tenn. 


Professor of Surgery and Clinical Surgery in Van- 
derbilt University, 


When the clinical side of medical work agrees 
wholly with the pathological, medicine will be an 
exact science, but not till then; and this is, we of the 
present day think, an unattainable goal; for the per- 
sonal equations of clinicians vary very widely and 
the manner in which pathological processes manifest 
themselves in different individuals, that is, the per- 
sonal equations of patients vary likewise very 
widely. If to this we add the personal equation of 
the disease we are to deal with, manifesting itself 
in one form or type now, and at another time other- 
wise, there can be but little hope for us to escape 
chagrin in the form of mistaken diagnoses, with a 
triple source of error against us. It is awfully em- 
barrasing never to be right even by accident, and 
little less so to be almost universally wrong. It 
is therefore not without certain misgivings that I 
enter upon the discussion of this paper, and, I may 
say, without conceit or criticism, but not without an 
assurance that abundant sympathy will be felt as the 
facts we all know so well are enumerated. 

Carcinoma of the stomach is, according to patho- 
logical findings, at the head of the list of carcinomata. 
I refer only to primary cancers, leaving out all sec- 
ondary cancers as having no significance for the. 
purpose of this discussion. Kaufmann found, in 
his 1,078 carcinoma cases “posted” at Basel, that 
28.66 per cent of them were cancers of the stomach; 
and of 836 others “posted” at Goettinger, that 37.22 
per cent were cancers of the stomach. Kaufmann 
also cites Reiche and others, whose cases of carei- 
noma of the stomach reached the enormous maxi- 
mum of 50 per cent of all carcinoma cases coming 
to postmortem. Martin states that more than 33 
per cent of combined statistics, covering 70,000 cases 
of cancer, were cancer of the stomach. . The lowest 
estimate I have been able to find places cancer of 
the stomach at one-fourth of all cancers. 

To put the subject in another and in a more sig- 
nificant light, combined statistics show that one mil- 
lion cases of hospital admissions give 4,700 gastric 
cancers, which simply means that practically one 


*Read at sixth annual meeting Southern Medical 
Association, Jacksonville, Fla., Nov. 12-14, . 1912. 
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patient out of every 200 ill enough to be admitted 
to a hospital has cancer of the stomach. If we 
should therefore consider only those cases of the 
total number who have symptoms probably referable 
to the stomach, a very large percentage of them 
would show cancer of the stomach. In Vienna the 
annual number of deaths from cancer is four in every 
5,000 inhabitants, and of these four one is cancer of 
the stomach. I am not unaware that cancer in gen- 
eral is very much more prevalent, or at least very 
much more frequently discovered, in some localiites 
than in others; or that even cancer of the stomach 
is very variable in its ratio to the total number of 
cancer cases. But it must not be forgotten that a 
minimum ratio is about one to four; and that there- 
fore in a country where easily discovered cancer is 
as prevalent as in ours, it must follow that cancer 
of the stomach is fairly common. 

The questions to be raised by this paper are: 1. 
Are we finding them in anything remotely approach- 
ing the frequency with which they are found in the 
pathological institutes? 2. Are we finding them 
much before the patient himself could, if he, should 
lie down, relax and place his hand upon his epi- 
gastrium? 3. Are we finding as many cancers of 
the stomach, early or late, as we do of the uterus 
or of the mammary gland? The answer to all the 
above is: “By long odds, no.” They are usually 
found late or never, not even after death. Then 
another question must be asked: What is the rea- 
son for this failure and what is the remedy? 

The answer to the first half of the last question 
is twofold. First, we have accustomed ourselves to 
the term indigestion, and accept it as having a 
definite significance, without thinking that it is a 
chameleon-like symptom or group of symptoms, that 
can convey no valuable information to an intelligent 
mind, utterly no information, except that when a 
patient uses the word he has some sort of symptom 
or symptoms for which he holds his stomach ac- 
countable. One patient vomits and says he has in- 
digestion; another has palpitation of the heart and 
calls it indigestion; another has pain above the 
umbilicus and below the manubrium; it is indiges- 
tion; another eructates gases or bloats, and calls it 
indigestion; another has pain in his abdomen, or 
sometimes out of it; indigestion is responsible. In- 
digestion is the goat; it is the cloak that hides a 
multitude of sins, and should never be accepted as 
meaning aught until the patient has been made 
to narrate in detail the symptoms he diagnoses in- 
digestion. 

The second part of the answer to the first part of 
our question is but a repetition of the old story of 
malignant tumors, namely that we search for symp- 
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toms, and on failure to discover them, render a 
negative diagnosis. Cancer of the stomach is neces- 
sarily pretty well advanced when a palpable tumor 
can be found. Hemorrhage, macroscopical or micro- 
scopical is possible only in the presence of ulcera- 
tion, which may have preceded the cancer or fol- 
lowed it; the acid tests fail both ways; obstruction 
is possible only when the growth has advanced to 
a certain point of obstruction of the pylorus. Pain 
may be absent for a long time or throughout the 
course. Therefore we must be impressed with the 
fact that the symptoms which are usually relied on 
are those of a rather advanced stage and cannot 
be applied to the earlier stages of gastric cancer, 
and absence of these salient features leaves us little 
to base a diagnosis upon at the time the greatest 
‘benefit could be offered the patient. Moynihan has 
said that there is absolutely no way to diagnose 
cancer of the stomach with any degree of certainty 
while it is yet small enough to offer excellent surgi- 
cal results. 


Reverting to the question raised in a previous para- 
graph, what is the remedy for so great a discrepancy 
between the clinical diagnosis of cancer of the stom- 
ach and the pathological discovery of it? Why is 
cancer of the stomach so rarely seen in our prac- 
tice, so much more rarely than cancer of either the 
uterus or the breast? The answer is partly that the 
laity should be taught to discard their own inter- 
pretation of gastric symptoms, that indigestion is 
not a disease, but symptoms referable to mdny 
lesions and that the discovery of the true cause of 
it taxes the skill of the most learned often to the 
utmost. We formerly saw more large tumors of the 
breast than we now see. Women have learned in 
a few years that small tumors of the breast offer 
a much better prognosis than large ones and accept 
gladly the relief surgery offers. We formerly -had 
to plead upon bended knees and with tearful eyes 
for the privilege of saving a dying patient from an 
attack of appendicitis; today if one is called to see 
a patient, diagnoses appendicitis and talks of pallia- 
tive and non-operative or medical treatment, one is 
almost sure to be asked if it will not be better to 
operate. And this operation is not so old at. that. 
So, too, if we will be patient we may teach them 
that they know much less about the recognition of 
cancer lesions and their treatment than they know 
of appendicitis or tumors of the breast. They must 
be taught that the quack and the patent medicine 
vender can know nothing of the conditions present, 
and if they did they could not budge from their 
routine. These vampires know nothing and care 
nothing beyond the size of the credit side of their 
cash account at the end of the month or quarter. 
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Life and health mean absolutely nothing to such, 
and of all the common ailments they know least 
how to deal with those of the stomach. 


But this is only half a correction. When these 
stomach cases come to the physician he should 
recognize the importance of making a complete 
and satisfactory analysis of the case. He, too, if you 
will pardon an endless repetition, should forget fo 
prescribe for indigestion and should get a careful 
history of the case and make a thorough exami- 
nation, not only of the organ complained of or 
suggested to his mind by the complaint made; oh, 
no, but of the patient as a whole. Surgeons are 
especially culpable on this point, to permit the local 
lesion to obscure their vision by magnifying it above 
the general condition. I sometimes say to my 
classes that before one can make a satisfactory, a 
tenable diagnosis, except in the easiest cases, it is 
necessary to consider all the pathological conditions 
which could possibly produce the symptom complex. 
It may further be necessary to eliminate one by one 
the conditions which could cause the symptoms until 
one is reached with which we can “make out a 
case.” 

Hence, it is needful if any group of stomach symp- 
toms is present to considér that these may depend 
upon lesions in the stomach itself, which are very 
few; upon correlated organs such as the liver, gall 
bladder, appendix or other portion of the alimentary 
tract, upon lesions of the nervous system, upon 
pelvic conditions, or upon certain of the less patent 
general medical diseases. Before we can justifiably 
assert that the stomch is diseased—the poor stom- 
ach and liver have had untold thousands of abuses 
heaped upon them—we must be able to say that 
the general and reflex causes have been carefully 
eliminated. If this can be done, the stomach is the 
cause of its own disturbances, and the lesions of the 
stomach which may cause serious disturbances—I 
speak of the primary conditions—are very few, ulcer 
cancer, gastritis, and some are even bold enough 
to doubt the existence of the Jatter, I think without 
justification. Gastritis will not be discussed, as I do 
not believe many cases consult the surgeon. Then 
we are left to deal with ulcer of the stomach and 
cancer of the stomach. 

The classical symptoms of ulcer and cancer of the 
stomach are so well known that it would be at- 
dacious to narrate them before this body. It is in 
the absence of these classical symptoms that I am 
striving to establish a suspicion that will offer a 
reasonable justification for going further the one 
step necessary to clear up in time the obscurity that 
remains. We know that cancer does not produce 
hemorrhage until ulceration has occurred, and that 
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“hematemesis occurs in only about 42 per cent of all 
-cases. If we admit that it usually occurs in the 
later, i..e., the more hopeless stages, we can readily 
-understand that absence of hemorrhage and absence 
even of microscopical blood cannot be accepted as 
a negation of the presence of cancer. The absence 
-of HCL does not depend upon the presence of can- 
cer, “but,” as Ewald states, “is simply due to the 
accompanying catarrhal, inflammatory or atrophic 
conditions of the mucous membrane.” Therefore it 
may even be abundantly present in cancer of the 
. stomach, or altogether absent in non-cancerous con- 
ditions. Pain is present in 92 per cent of the cases, 
-the closest approximation to a hundred per cent 
symptom. So that we may fairly reckon on this 
as being present frequently from a very early period 
in the development of the tumor; it is more fre- 
quently absent in the old than in the younger cases. 
This pain may in the earlier stages be represented 
only by a sense of fullness or heaviness coming on 
soon after eating, and remaining until the stomach 
is completely emptied. This feeling of distress may 
be felt over the whole stomach or in cases of cardiac 
cancer be felt in the epigastrium. The pain in the 
“less severe cases may be felt at a very definite site, 
or in intense forms over a diffuse area. It is likely to 
be continuous and may be dull or sharp, subject to 
exacerbations and made worse by irritating foods. 
Vomiting may alleviate the pain or for a short time 
relieve it, but if vomiting gives relief it is brief and 
temporary; usually it does not lessen the sufferirtg. 


Of course, if the pain is due to obstruction it will 


be worse after eating and is likely to be paroxysmal; 
this type of pain is relieved by vomiting and after 
completion of digestion. 

Vomiting occurs in 88 per cent of the cases, but 
it does not occur from the beginning, making its 
“first appearance usually about three or four months 
from the onset of symptoms. A moment’s reflec- 
tion would suggest that various positions in the 
stomach wall occupied by the cancer would make 
corresponding changes in the time, extent and per- 
-sistence of vomiting. Vomiting usually occurs some 
time after eating, but may occur when there is no 
food in the stomach. 


Loss of appetite is almost universal, and often 
foods that were formerly very desirable are looked 
“upon with disgust, especially fats and meats, but 
-other things must be included; for example, tobacco 
may come to be loathed by those who have had the 
habit. Constipation is usually present; occasionally 
“it alternates with diarrhea. 

In conclusion I wish to say that no one is more 
-aware than I that the above symptoms offer an in- 
‘complete presentation of the symptomatology of 
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gastric cancer. That was not the purpose, but to at- 
tempt to show how we may discover more cases of 
cancer before the postmortem, or preferably before 
they have passed the chance of successful operation. 
My answer to this question is by revising our con- 
ception of the symptoms of cancer of the stomach 
and getting rid of the notion that it cannot be pres- 
ent until a lot of symptoms, handed down from time 
immemorial and honored now too long, have mani- 
fested themselves, when if we would stop a moment 
we must know that they grow out of necessarily 
late or at least well advanced changes. We must 
forget these and study stomach cases who come to 
us until we can be satisfied that the symptoms are 
due to stomach pathology, or are referred from 
elsewhere. We must cease to think in terms of in- 
digestion and search for real causes. Now when 
such cases are found a careful study of them for 
a time—I do not mean a single visit, but a week 
or so—will impress upon our minds the probability 
of a serious lesion and help to determine its nature. 
Laboratory methods and skiagraphs are to be em- 
ployed in conjunction with our clinical study. Of 
course, finding a tumor by palpation is very im- 
portant; but the patient is much more fortunate who 
has his tumor found before it can be felt; and last, 
if the case is indicative of cancer, the whole of the 
facts should be laid before him, and he should have 
the privilege offered by exploratory incision. Let me 
repeat Moynihan’s sweeping statement that cancer 
of the stomach cannot be surely diagnosed in the 
majority of cases while there is yet time to save 
his life. Personally, it would take no very grave 
suspicion of cancer for me to request exploration. 


DISCUSSION. 


Dr. J. A. Crisler, Memphis, Tenn.—Dr. Bryan’s 
paper is full of meat. It is one that I would like to 
have written myself. I have thought of it over and 
over, but to say that I could express it so tersely and 
ably is another question. 

I think if you will follow him on through to the 
ultimate end, you will find that he reaches the same 
conclusion that. we will probably all reach when we 
start on this all-important and _little-understood 
subject. In other words, for my own part, I would 
not give a penny for all the laboratory diagnoses of 
stomach trouble in the world. On the contrary, if 
I wished to be confused beyond redemption, I would 
resort to it. 

The sum of it all is this: That men who intend 
to practice surgery ought to stand in such close re- 
lations to their patients as to be able, under all cir- 
cumstances, to place the patient in their position and 
themselves in the patient’s position. When a man 
or woman comes to you, suffering with pain and 
uneasiness or indigestion or dyspepsia of the stom- 
ach or belly, he needs a diagnosis, but there is but one 
way to make a definite diagnosis, and that is, by 
exploratory incisions. If we wait for the internist 
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to make it, we are giving the man only about 30 per 
cent of chances, and if we wait to make it our- 
selves, we are probably not giving him that much, 
or, if that much, very little more. So the just thing, 
the correct thing, the humane thing to do is to tell 
your patient that he must submit to an exploratory 
incision, and make it so plain and clear to his mind 
that he will do so. 

In the past six weeks I have operated twice upon 
cases that three of our best internists—two of whom 
are most capable pathologists—had said that the 
cases were cancers of the stomach and hopelessly 
inoperable. 

Gall-stones were found—and nothing else. 

I think that all of these people are entitled to the 
benefits of an exploratory incision, and that this is 
the ultimate end in cases where they come to you 
with pain, uneasiness, discomfort or indigestion—or 
whatever you call it—in this region of doubt and 
tragedy. 

Dr. J. Knox Simpson, Jacksonville, Fla—I would 
like to say a few words about the etiology and diag- 
nosis of ulcers, as brought out by Dr. Perry. 

In casting about for a logical reason for the oc- 
currence of duodenal ulcers, especially, we find that 
when various phases of the subject are considered, 
such as age, occupation, etc., of the patient, that we 
fail to find any tangible point to put our finger upon 
as a causative agent. } 

Three points have been brought out in the last 
few years: 

1. Several years ago Mayo made the observation 
that when the stomach and duodenum are brought 
up to the wound for inspection there occurs an 
anzmeic area on the superior surface of the first one 
inch of the duodenum. ; 

2. Wilkie, of Edinburgh, in studying the blood 
supply on the duodenum, demonstrated the fact that 
the critical area or that part which is most’ fre- 
quently the seat of disease, is supplied by a vessel 
very inconstant in its origin, coming off, most fre- 
quently, from the gastro-duodenal and less _fre- 
quently from the hepatic or its branches, and that 
this artery is apparently an end artery,’ having, at 
best, a very poor anastomosis with the neighboring 
arteries. 

4. Lane and Metchnikoff, and, later, Clark and 
Coffey, have demonstrated the fact that intestinal 
stasis is a clinical entity of far-reaching importance; 
Coffey, especially, calling attention to mid-line ptosis, 
showed us the mechanism and extent of descent of 
the stomach and transverse colon and its frequent 
permanency from adhesions. 

Taking these three facts together—the fact that 
the lumen of the supra-duodenal artery is narrowed 
by traction, causing the anemic spot of Mayo, and 
that such traction exists for long periods of time as 
a result of ptosis of the stomach and the transverse 
colon and overloading of these organs, you have 
there a chronic anemic spot or a locus minoris re- 
sistantiae. These facts with the constant presence 
of the digestive fluids and the bacteria, offer an 
etiological sequence which, to my mind, seems very 
logical, and I think accounts for some of the cases 
that we have had. 

As to Diagnosis—I wish to emphasize only one 
point: The teaching of Mayo and Graham as to the 
importance of taking a very careful history, dating 
back over the early years, as early as the- patient 


can remember having had digestive disturbance 
when the symptoms are from the ulcer per se and 
not from the later pathological complications, ] 
think these histories of the early attacks will lead 
us very frequently to the proper diagnosis, whereas 
if we consider only the symptoms from which the 
patient seeks relief at the time of consultation, we 
shall be forced to consider a vast number of symp- 
toms which are due to the later pathology, and 
shall find ourselves in our efforts to arrive at a 
diagnosis, traveling in an endless circle involving 
the appendix, gall-bladder, pancreas, stomach and 
duodenum. 

Dr. E. Denegre Martin, New Orleans, La.—I want 
to call attention to one point which has been ovyer- 
looked in this discussion, and that is the impor- 
tance of drainage of the gall-bladder in doubtfyl 
cases. The thing that occurs to me as most sur- 
prising is that notwithstanding the timely warn- 
ings, we are making the same mistakes every day 
in regard to these cases. This, I believe, is due to 
the fact that we do not take the patients’ histories 
with sufficient care. I find that many of the men 
in our post-graduate schools have never been taught 
to take histories and are still depending—as I did 
for years—upon the objective symptoms for their 
diagnosis. The young men who are graduating to- 
day are much more thorough in this respect in the 
diagnosis of these conditions. ‘There are so many 
symptoms which are misleading that it is almost 
impossible, in many instances, to make a correct 
diagnosis. 

I think that it is an error to refer these cases to 
the internist to be reported back to the surgeon. At 
our office we are prepared to make as thorough ex- 
aminations of these cases as is the internist. We 
have our pathological and X-ray departments, 
which are the only aids necessary, and I believe 
that the surgeon is or should be, in a better posi- 
tion to make the diagnosis. 

As an evidence of the lax way in which many pa 
tients are examined, I have recently had three cases 
of amoebic dysentery referred to me as cases of 
hemorrhoids. Whenever a patient has reached the 
cancer age and is complaining constantly of some 
gastric disturbance, if the diagnosis remains doubt- 
ful an exploratory laparotomy should always be 
done and when the symptoms here are not cleaf, 
we can usually attribute the trouble either to am 
infection of the pancreas or the gall-bladder, and the 
mistake of closing the abodmen without draining 
the gall-bladder should never be made. If we do, 
we may have cause later to regret it. 

Dr. L. Holloway, Lexington, Ky.—I enjoyed Dr. 
Bryan’s excellent paper, as I have the others that 
I have heard here this afternoon. 

He asked one very important question with ret 
erence to this all-important point of cancer, and 
gave an answer in part. He said, “As the meams 
by which we will secure earlier diagnosis of cancef, 
the laity must be educated.” How often, gentle 
men, have we heard that phrase, especially in sutgr 
cal section? How often have we heard these men, 
who appreciate fully the need for earlier diagnosis, 
pass the matter up with just that ‘recommendation of 
an important need? 

The question I desire to bring home to you & 
just now, what are the surgeons of this county 
doing to secure this education of the laity? ##® 
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not so very long ago that the man who suggested 
even communicating any medical fact to the laity 
was under suspicion of doing something that was 
unprofessional. We know our code is frequently 
violated by unworthy members of the profession, 
time and time again. We have gotten accustomed 
to putting up with these violations, but some of us 
have tried to stand so straight, that we have leaned 
backward for several generations longer than we 
should have done. We like to boast of the achieve- 
ments of the medical profession in preventive med- 
icine; the keynote of our time is prophylaxis; and 
yet you hear a surgical paper that consumes precious 
iminutes on technique—on just what modification of 
somebody's incision or suture is the best—and pass 
lightly over the question of prophylaxis. 

We are not more selfish than other men practic- 
ing medicine. We stand, as surgeons, in the posi- 
tion of seeing these cases of cancer after it is too 
late. We will never be able to make a diagnosis 
of cancer, as surgeons, in fime to do the patient 
very much good. The diagnosis has got to be made 
before they come into our hands. The diagnosis 
must be made, at least in part, by the patient him- 
self. He must be made to stop the use of tonics 
and laxatives, and,patent nostrums. The woman 
must be taught that she is being insulted, as a civ- 
ilized, intelligent American citizen, when she has 
to pass every day several dozen glaring billboards, 
saying, “Are you a woman? Take Wine of Cardui?” 

And my suggestion in regard to Dr. Bryan’s sug- 
gestion that the laity must be educated, is that I 
believe it must come through medical organization 
first. Medical organization—not for the purpose of 
exploiting this or the other surgeon—but for the 
purpose of discharging an obligation to the laity by 
impressing these important things on the general 
practitioner, and directly, if you can, bring it to 
the public. The press can be utilized—not by an 
article printed over your signature, perhaps, but 
many splendid journals have done excellent work ir 
this field. : 

The surgeons of every community, the organized 

profession of every community, has an important 
influence with the county, the siate, the legislature, 
the city. Isn’t it worth while for us, as surgeons, 
to get down off this dignified, beautiful, easy posi- 
tion that we occupy and do a little hard work in 
the right place where it will count? 
Dr, Perry (closing) —Mr. Chairman: In conclu- 
sion, I would like to say that I fully agree with Dr. 
Holloway in many details, and that the public should 
be made to know more of their ills, but we have 
aptly illustrated here in this meeting the same condi- 
tions that confront all of us in every-day work, 
namely, that the fault is not so much with the sur- 
geon, as it is with the practitioner of medicine, who 
treats his case day in and day out with digestive 
ferments. 

We have the pharmacist with us today and the 
patent medicine vendor, and he is begging us to 
take his samples. They are used for years and 
years, and finally the case is referred to the surgeon. 
probably with the diagnosis of cancer, and they die. 
We can hardly go down to these meetings for lack 
of finances, but the patent medicine vendor can 
come to us. When we get old we are in need; the 
patent medicine vendor never. 
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It becomes our duty to look to the education of 
the man doing the rank-and-file practice, or the gen- 
eral practitioner in particular, and educate him 
first. In this manner the public will become better 
informed, and we will see an improvement in the 
general condition. 

Dr. Bryan (closing). —I desire to refer to Dr. Hol- 
loway’s talk. I have the highest respect for the man 
that is careful. 1 have no respect for the man that: 
is afraid, no matter whether he is a doctor, a sur- 
geon or what he is. 3 

Now I am in the habit of teaching medical stu- 
dents and surgical’ patients, and I say to the stu- 
dents, “This is the Gospel, and you go and preach 
it to every creature, and I will be with you to the 
end of the earth.” 

I say to the patient, just like I do to that medical 
student, “This is the truth, and you go back home 
and tell your people ‘when you have a cancer of 
the stomach, diagnosed, you have one that is hope- 
less.” That is a good way to get at it. Talk plain 
English to him, instead of medical English. 

Another point: We must make a case out of 
our diagnosis and stop slopping around. We must 
stop thinking indigestion and dyspepsia and saying, 
“Let me see your tongue. You have a tumor in 
your brain. o home.” 

One of the surgeons spoke of relying upon the 
doctor's diagnosis. I tell you the young men com- 
ing out of our better colleges in the last ten years 
are good, live wires, and are studying their cases 
and making their diagnoses. 


GASTRIC AND DUODENAL .ULCERS, WITH 
SPECIAL REFERENCE TO THE METHOD 
OF OPERATIVE PROCEDURE EM- 
PLOYED.* 


By FRANK Martin, M.D. 


Clinical Professor of Surgery, University of Mary- 
land, Baltimore. 


The literature of ulcer of the stomach and 
duodenum has become so numerous as to make it 
impossible in a paper of this character to do credit 
in the slightest way to the subject. There is no 
surgical condition, however, that presents a greater 
array or a more varied picture of pathological lesions, 
sometime in its history, than does ulcer of the 
stomach or duodenum; none call forth more impor- 
tant questions to the attention of scientific workers. 
Indeed, I know of no other subject which presents 
more vexed problems for solution, and although sur- 
gical opinion has crystallized on some, there are 
many problems still arising in consequence of ‘the 
varied complications which are as yet very chaotic. 

What does ulcer stand for? It stands, I might say, 
at the gateway of more lines of surgical invasion 


*Read at the Southern Surgical and Gynecological 
Association, December 18, 1912. 
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than all the rest of the pathological lesions of this 
organ, calling for at least four-fifths of all stomach 
surgery. The conditions which are directly or in- 
directly associated with it are pain, hemorrhage, per- 
foration, the secondary results, such as adhesions, 
cicatrices, contractions and obstruction, and, above 
all, that nightmare or dread disease which selects 
this site more commonly than all others of the entire 
alimentary canal for its development, namely, car- 
cinoma at the site of the ulcer, and finally the sys- 
temic conditions, toxemia, lowered vitality, anemia, 
etc. These are a few conditions of what it stands 
for. 

Abundant clinical and, pathological investigations 
have gone on in order to solve these problems and 
to: place the treatment on a better basis, but still 
there is that wide diversity of opinion which keeps 
the subject decidedly unsettled. Attacking this sub- 
ject a few years ago would have been a relatively 
simple task. Today it is far different, and by no 
means easily performed, and the last word certainly 
has not yet been said. 

Twenty years ago was an epoch-making period 
in the history of stomach surgery, and it was then 
that I assisted my chief, Dr. L. McLane Tiffany, in 
doing the first gastro-enterostomy ever done in Bal- 
timore. The Von Hacker posterior gastro-enteros- 
tomy was done for an obstruction of the pylorus, due 
to a malignant disease having been engrafted on an 
ulcer at that point. The patient made a nice re- 
covery, and was relieved of the starvation symp- 
toms produced by the obstruction and experienced 
comfort for a considerable time. Two years follow- 
ing, however, he died from the progress of his 
cancer. That case, as I look back upon it, was an 
ideal case for resection, for the progress of the 
growth had made only slight headway, but the 
operation that was done was a sidetracking opera- 
tion and an operation for drainage, and I cite this 
case because that has been the operation that has 
had full sway practically as a cure-all for gastric 
and duodenal ulcer with its varied complications. 
Since then they have become so numerous that they 
now rank by the thousands. 

During the last twenty years much advanced work 
has been done and great strides have been made, 
improvements accomplished in the technique of the 
varied operations, and many new operative pro- 
cedures introduced, but during this time one of the 
chief advances made by the surgeon and surgical 
invasions into this field has been to shed light and 
actually clear up many mooted pathological prob- 
lems, hitherto unrecognized. One, for instance, has 
been the recognition of the greater frequency of 
duodenal ulcers, which were formerly thought al- 
ways to be gastric, now shown to constitute three- 


fifths of the cases. In the beginning there was very- 
little exact knowledge of the pathology of ulcer- 
except its complications, and in my experience- 
stomach analyses have aided very little in reaching: 
an exact diagnosis. In my earlier cases they fre- 
quently indicated malignancy where benign condi- 
tions were found, and gften just the reverse in in- 
operative malignant cases. 
LOCATION. 

The location of duodenal ulcer is in the first inch 
and a half of the duodenum, extending up to within 
three-fourths of an inch of the pylorus, some of them 
involving the margin of the stomach at the pyloric- 
ring. Being rather high, and involving the pylorus, 
probably explains why they were classified as gas- 
tric ulcers. Gastric ulcers are usually single, solitary 
87 per cent." 

When multiple ulcers exist they may be only two. 
in number or almost uncountable, and go per cent- 
occur in the grinding pyloric end of the stomach, 
more often near the lesser curvature, often project- 
ing down upon the anterior and posterior walls, and 
therefore called “saddle ulcer.” An excellent illus- 
tration of such a type of ulcer is shown in figure 
No. 1, which represents case eleven in my series of 
acute perforation cases. It was a case of long- 
standing ulceration of the stomach, which had ex- 
tended down on the anterior and posterior wall of 
the stomach for a considerable distance. At this 
ulcer-bearing area carcinoma had developed. The 
perforation had occurred on the gastric side of the 


’ saddle, at the thinnest portion of the ulcer. He was 


brought to me fifteen or sixteen hours after the 
first symptoms, from the medical side, where the 
perforation had occurred, and I operated on him for 
acute general peritonitis resulting from this perfora- 
tion. I found it impossible to close the perforation 
om account of the marked thickening which had oc- 
curred in and around it from the carcinomatous in- 
filtration. This infiltration had extended, not only 
in the stomach wall in and about the ulcer-bearing 
area, but had metastasized into the lymphatic struc- 
tures, and there was a huge mass fastening it to the 
back so that it was utterly impossible to get it up 
and resect it. I could not begin to get around it; 
the opening where the perforation occurred was so 
densely infiltrated and thick that I could not close 
the perforation as it was, but I found by dissecting 
he perforation out, by making an incision around 
it as is indicated by the dotted lines at “P” in figure 
1, which made quite a good-sized opening into the 
stomach, and by putting in mattress sutures I could 
bring together this opening and turn it in. The 
abdomen was then opened below and drainage ap- 
plied both in the lower abdomien and upper abdo- 
men. The patient made an uninterrupted recovery 
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and improved considerably for a number of months, 
put died from the ultimate progress of the car- 
cinoma. I mention this case largely from the fact 
that it is not common to meet with a perforating 
gastric ulcer after carcinomatous infiltration has 
taken place in it, and it is the first one of the kind 
I have had in my experience. 

A gastric ulcer usually stops abruptly at the 
pylorus. Both gastric and duodenal, being nearer 
the pylorus, interfere with the motility and give rise 
to mechanical difficulties in the process of healing, 
and likewise cause obstruction and retention of food. 
Haggard’ says: “The portion of duodenum involved 


26% 


shown that malignant degeneration had taken place 
in the ulcer. Hemorrhage occurs from ulcer at this 
site more commonly; it is noted in about one-half 
of the cases. Primary hemorrhage, although severe, 
seldom calls for operative interference. A question, 
to my mind of much clinical importance and about 
which much stress is laid, is clinching the diagnosis- 
of ulcer of the stomach and duodenum on. the find- 
ing of occult blood. This, of course, is of con- 
siderable value when associated with the other clin- 
ical evidence, but its absence in no way negatives the- 
diagnosis of ulcer. If the diagnosis is to be clinched. 
on this finding, then many cases will go totally un- 
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AI Area of infiltration. 


by the ulcer is the portion which acts as a vestibule, 
as it were, for the small intestine, and is a meeting 
ground for the acid stomach ingesta, and the alkaline 
biliary and pancreatic secretion, so that it partakes 
of the character of the stomach and its ills, and is 
supposed to be more frequently diseased than any 
other part of the intestine of equal length, save the 
rectum.” 


Duodenal ulcers are more serious from the fact 
that their coats are much thinner, and the danger of 
erosion of large blood vessels and perforation of the 
ulcers much greater. However, they are less serious 
in that they seldom take on malignant degeneration. 
Two of my late cases of pylorectomies for duodenal 
ulcer are exceptions to that rule, however, as it was 


P Perforation. 


X Saddle ulcer with contraction. 


diagnosed. As Mayo says, “Occult blood in the stoo¥ 
affords considerable valuable evidence as to the fact 
that it is blood, but it should never be lost sight of 
that it bears with it no indication as to its source. 
It may come from any slight abrasion in some part 
of the many feet of mucous membrance which exist 
between the lips and the anus.” As a matter of fact, 
hemorrhage from these chronic ulcers is by no means. 
of frequent occurrence, and I, for one, do not lay 
stress on its absence as contra-indicating the diag- 
nosis, 

Recurring, acute hemorrhages are best treated by 
opening up the stomach or duodenum, locating the 
bleeding point and suturing the part firmly. Chronic, 
small hemorrhages, on the contrary, can be cared for 
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by gastrojejunostomy, especially if the ulcer is 
limited to the duodenum or near the pylorus. 


THE ETIOLOGY OF GASTRIC AND DUO- 
DENAL ULCERS. 


The gastric and duodenal ulcers have practically 
the same etiology. Being still a speculative and un- 
settled point, I will not go into it, but I cannot pass 
over this subject of the pathogenesis of gastric ulcer 
without calling attention to the article by Turck® on 
“Ulcer of the Stomach, Pathogenesis and Pathology.” 
He lays great stress on the role that cytolysis and 
autocytolysis play in the formation and the per- 
sistence of ulcer.’ The chief fattors of most scientific 
investigations are injury of the mucosa in the grind- 
ing pyloric end, anemia and hyperchlorhydria. Mayo‘ 
states: “Ninety per cent of gastric ulcers are to be 
found in the pyloric end, which contains one-sixth 
of the gastric mucosa, while the beginning of most 
duodenal ulcers will be detected at the point of im- 
pact, where the acid chyme is forcibly ejected 
through the pylorus against the duodenal wall.” 


DIFFERENTIAL DIAGNOSIS. 


After all, this is one of the most important points 
in consideration of this subject, and in spite of the 
many aids we have at our command, many grievous 
mistakes are still made. It is important to touch 
upon the many conditions occurring in this region 
which have to be eliminated in arriving at a thorough 
diagnosis. The chief important conditions it has to 
be differential from are gall-stones. cancer aud 
chronic appendicitis. (I am sorry time will not 
admit of this very important subject of diagnosis 
being gone into.) 

Usually the clirical history of the majority of 
gall-stone cases admits of an easy diagnosis. The 
chief things are that the symptoms appear in these 
gall-stone cases in well-defined, decided attacks of 
short duation, and in which after subsidence there is 
an intermission of days, months or years, frequent- 
ly, of perfect health, except in the uncomplicated 
cases. The attacks come suddenly, without warn- 
ing, and there is an abrupt cessation, which is as 
sudden as the onset. 

In cancer the history is a progressive one of gradu- 
al emaciation, pain is quite constant, though it may 
be less acute than in ulcer, more continuous, a dull, 
depressing ache, as it were, usually intensified by in- 
gested material, usually located in the epigastric re- 
gion, the gas distention is more chronic and de- 
pressing, the appetite is lessened and there is usually 
a disgust for food, emaciation is, as a rule, rapid, 
and the patient rapidly takes on languor, which is 
continuous. 

The chief symptoms usually in a clinical history 


will eliminate chronic appendicitis as the exciting 
cause. 

There is a defined, typical syndrome of symptoms 
of chronic gastric and duodenal ulcers which is quite 
pathognomonic. These are the symptoms of indiges- 
tion, associated with hunger, sour feeling in the 
stomach, pain, gas retention, sour vomiting, with or 
without blood, and the pain recurring two to four 
hours pretty regularly after meals. Anything that 
neutralizes the acid as a rule gives temporary com- 
fort. Ulcers distal to the pylorus, namely, in the 
duodenum, give rise to symptoms that, as a rule, 
vary in degree, and in most cases are perfectly clear, 
and admit of an unhesitating diagnosis. Sometimes 
they exist without any symptoms until a sudden, and 
perhaps fatal, hemorrhage or perforation declares its 
existence. The pain in a measure differs from that 
of stomach ulcer; it is produced from irritation of 
the open ulcer by the hyperacid gastric juice, and 
comes on after the stomach. digestion is complete. 
In other words, it is more noted just before meals, 
Coming on just before meals it is often called “hun- 
ger pain,” and the patient often finds that something 
taken will relieve the pain. This is explained by 
a spasm, produced by the pylorus closing when there 
is food in the stomach and the hyperacid juice no 
longer gains access to the duodenum. It sometimes 
occurs significantly in the small hours of morning, 
It is of a burning character, and located in the right 
midline or along the costal border. This colicky pain, 
as said, is caused by pyloric spasm. These patients 
often do not restrict their food to any great extent 
and there is no appreciable loss of we'ght in the 
early stages. As the ulcer continues, however, the 
pain becomes more constant, the diet is often cut 
down, the patients are underfed and emaciation re- 
sults. 

In deference to this subject I quote the words of 
one of the world’s foremost authorities, namely, 
William J. Mayo:* 

“The average history of the patient with chronic 
ulcer upon whom we have operated shows that the 
disease has existed for years. The periodicity of 
the attack is as well marked as are the attacks of 
appendicitis or gall-stone disease, the only difference 
being that in the early history the exacerbations are 
to be measured by days and weeks, and the inter- 
vals by months and years of comparative freedom. 
These prolonged periods of relief encourage an 
erroneous belief. as to the curability of the disease. 
In the course of time the attacks become more fre- 
quent, and finally the patient arrives at the stage 
of mechanical obstruction through stenosis, deform- 
ity or adhesions, or perforation and hemorrhage 
precipitate an unfortunate ending.” 
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Acute ulcer of the stomach and duodenum prop- 
erly belong to the domain of internal medicine and 
the complications, such as hemorrhage, perforation 
and obstructions, are the only ones that claim sur- 
gical interference. The chronic ulcer, the recurrent, 
bleeding ulcer, the long-standing, callous ulcer, which 
entails years of invalidism, and in fully twenty-five 
per cent is the direct cause of death, these more com- 
monly occurring in the form of the “saddle ulcer” 
of the lesser curvature, even in the opinion of Leube, 
the most optimistic of medical men, should not be 
held under medical supervision longer than four 
weeks, and then are to be considered surgical. They 
usually show little tendency to heal under medicinal 
and dietetic treatment, and when they seem to do 
so the cure is usually not lasting, and the best statis- 
tics indicate that they recur or relapse in at least 
two-thirds of the cases which are apparently cured, 
to say nothing of the sequellae and complications 
which may follow. The statistics of five hundred 
cases treated at the London Hospital show that 
about fifty per cent were uncured by medical means, 
and of those discharged as cured one-half relapsed. 
The results secured at the Massachusetts General 
Hospital were entirely in accord with those of the 
London Hospital. 

Rodman*® states if we exclude acute ulcer, 
which we admit tends to heal spontaneously as a 
rule, it will be found that the mortality under the 
medical treatment of chronic ulcer is perhaps ac- 
tually greater than 50 per cent, so that it would seem 
that the profession is apt to underestimate the great 
mortality of gastric ulcers. 

It is no longer now a question whether to operate 
in such cases, but how? In answer to this question 
I might say that gastrojejunostomy was for a long 
time considered the operation of choice, in both 
gastric and duodenal ulcers. It was based on a com- 
mon sense and mechanical principle, of both giving 
rest to the diseased part by diverting the food and 
gastric secretions to a new outlet, which should be 
on the storage side of the stomach, at its lowest 
point under the cardiac orifice. The “no loop” pos- 
terior gastrojejunostomy was conceded to be the 
best procedure. This certainly accomplished the 
work and proved curative in many of the duodenal 
ulcers. 

In the earlier period the surgery of chronic, gas- 
tric and duodenal ulcers was surgery for benign 
obstruction, and two varieties of operation that were 
employed were gastrojejunostomy and pyloroplasty 
of Heinecke-Mickulicz. These were looked upon as 
cure-alls, and applied indiscriminately, without re- 
gard to local conditions, and it was learned from 
experience that in cases where there was a positive 
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and definite obstruction there was almost certain 
relief, and a cure, wi.h marked improvement imme- 
diately following. Many such cases I can call to 
mind. The patients were all invalidized by pain, 
and emaciated from underfeeding up to a point of 
almost starvation. These were most promising and 
the patients took on full vigor and health and re- 
mained permanently well. This same operation soon 
became the cure-all operation for all stomach 
maladies, regardless of the true condition present, 
and was resorted to even where the gross obstruc- 
tion lesions were not present, and it was made use 
of in an attempt to forestall these progressive symp- 
toms of starvation from obstruction and thus to 
terminate the disability. The reasoning here was 
faulty and the results from the operation were even 
more so; did not compare favorably with the earlier 
ones, in which the problem was purely one of me- 
chanics, and many cases were made worse rather 
than better, and as the gastric contents passed out 
from the stomach as much through the pyloric open- 
ing as through the gastro-enterostomy opening, the 
causes for the ulcer were again exerting their in- 
fluence to retard the healing process. 

Surgery is offering ever new incentives. The 
question which is pre-eminent and of most interest 
to the surgical world at present is as to the ultimate 
result in these ulcer cases, not so much as to the 
immediate results. Stomach surgery is still young, 
and the statistics bearing upon this one point are 
not sufficiently great to be entirely conclusive.. It 
would be interesting to know how many of the 
numerous so-called “cures” following a gastro- 
enterostomy for gastric and duodenal ulcer remain 
permanently cured, and how many will ultimately 
develop later on carcinoma at the site of the supposed 
healed ulcer. This, to me, is a subject of great im- 
portance. 

What has impressed me more forcibly of late per- 
taining to this particular phase of the subject is that 
in two out of the last three cases operated upon by 
me (pylorectomy) the microscopic findings were be- 
ginning malignancy. In one of these cases, figure 
II, the clinical manifestations were totally inefficient 
to recognize it as beginning carcinoma. In other 
words, there was no induration, no thickening of mo- 
ment, nothing to excite one’s apprehension from the 
clinical standpoint that the ulcer was other than a 
simple, inflammatory ulcer, and yet the microscopic 
findings were those of beginning malignancy. 

On account of the interest of these two cases I 
wish to briefly call attention to them, as they illus- 
trate the method I have used, and give the accom- 
panying photographs. 

Figure II represents ulcer removed on June 28, 
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1912, and shows the pylorus cut open and the ulcer, 
which was nearly perforated, exposed. 

The history is: 

J. K., aged 43; turned over to me by Dr. Carroll 
with diagnosis of duodenal ulcer, having symptoms 
since February, 1911. He arrived at his diagnosis 
by the use of Einhorn’s duodenal content aspirating 
apparatus and the patient was turned over to me for 
operation. 

Operation: The operation was done June 28, 1912. 


FIGURE 2. 


A portion of the duodenum showing a round ulcer 
“B” near the pylorus which had penetrated to the 
peritoneal coat, which formed the floor. The 
larger darker area “A” is the pyloric opening into 
the stomach. ‘(To the left.) The tissue around 
the ulcer was thickened and the microscopic re- 
port sent in was that of beginning malignancy. 


A small ulcer was found in the duodenum just be- 
yond the pylorus. Although there was no clinical 
evidence of malignancy, I did a pylorectomy and 
made use of the method I have later called attention 
to of closing the stomach section. The examination 
of the resected area showed a small, circular, punched 
out ulcer which had penetrated through until 
the peritoneal coat was reached. The patient made 
an uninterrupted recovery; returned in August, 
weighing 129 pounds, and on September 7 his weight 
was 143 pounds. He has returned to work and has 
entirely recovered, and ‘looks a perfect picture of 
health. In this case the microscopic report sent in 
from the laboratory was beginning malignancy. 


The next case, figure III, operation revealed a 
duodenal ulcer situated about three-fourths of an 
inch from the pylorus. 

The history is: 

Mrs. P., aged 32; for the last twelve years she 
has had digestive disturbances and suffered great 
pain in the region of her stomach, and was brought 
to me for a gall-bladder case. 

Operation: At operation a well-marked duodenal 
ulcer, about three-fourths of an inch distal. to the 


T'iGure 3. 

A portion of the first part of the duodenum with the 
adjacent end of the stomach laid open, showing an 
ulcer in the former “A.” The ulcer is irregularly 
oval in shape and has penetrated to the peritoneum. 
The edges are not thickened and there is no exu- 
date on the peritoneal surface. The marker rests 
in a duodenal crevice. (The broader border shows 
the marking or scorching of the cautery.) 


pylorus, was found; considerable thickening going 
off from the ulcer; the infiltration extended off and 
there was a suspicious hard feel in this infiltrated 
area which made me fear that possibly malignant 
changes would develop in this case. A complete 
pylorectomy was done, and the same method of oper- 
ation resorted to. She made an uninterrupted re- 
covery. The report from the microscopic examina- 
tion showed evidence simply of inflammation with- 
out malignant changes. The date of the operation 
was October 12, 1912, and a report from her on De- 
cember 3 states she is entirely relieved from pain 
and soreness, and has no stomach disturbance what- 
ever; likewise a letter from her doctor that same 
date states that she is a perfectly well woman. 


— 
i 
— 
1 
f 
— 
— 
t 
— 
4 
— 
> 
. 
1 
— 
. 
i 
i 4 


I will pass over the consideration of the other 
important complications, such as hemorrhage, per- 
foration, etc., and consider for the moment the pos- 
sibility of that late complication, namely, the on- 
coming carcinoma, which is so commonly engrafted 
on the seat of these old ulcers. I have just recently 
published a number of perforation cases under the 


title of “Acute Perforation of Gastric and Duodenal, 


Ulcers,” and consequently will not go over that 
subject here. 


AS TO LATE COMPLICATION, CARCINOMA. 


If it is true, as the statistics show us, that fin 
70 per cent of these cases malignant disease has 
formed at the base of the ulcer, then, if. we ever 
hope to attack this forlorn picture of cancer of the 
stomach with any prospect of relief, we must attack 
it in its pre-cancerous stage, and it has been 
definitely shown by all operators that the pre-can- 
cerous history of cancer of the stomach is that of 
ulcer, chronic ulcer, and proof of this fact is ob- 
vious and it behooves us to recognize this condition 
before bleeding, perforation, obstruction or can- 
cerous degeneration becomes manifest. Great in- 
roads are made when the cancer attacks this latent 
ulcer. 

Mayo states’: “But what has -better strength- 
ened our position that ulcer is the great and fertile 
soil of cancer has been the pathological findings dur- 
ing the past four or five years. However satisfac- 
tory a long history may be we have demonstrated 
that it is not necessary in order to establish the fact 
that ulcer precedes cancer. Indeed, some of our 
shortest histories have proved to be those where 
cancer has been implanted on the non-malignant ulcer 
base.” 

A case I saw in the clinic of my colleague a few 
years ago is so illustrative as exemplifying the im- 
portance of this point that I cite it here: 

The case was being operated on for pain in the 
upper abdomen, with symptoms pointing toward 
gastric ulcer near the pylorus, and there was so 
little evidence of thickening or obstruction at the 
pylorus that I did not urge a radical operation. 
There was, doubtless, in this case a definite ulcer 
which was just beginning, and was overlooked by 
both the operator and myself. It was left, the pa- 
tient recovered from the operation, and returned 
in less than.a year with an inoperable cancer at this 
point. Now, at the time I examined it there was no 


’ evidence of cancer there whatever, and the thicken- 


ing was so slight that I did not think it warranted, 
in my opinion then, a resection. 
Rodman*® in 1906 states that if the ulcer or 
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ulcers are situated near the pylorus, as they will 
be in ninety per cent of all cases; pylorectomy or 
excision of the ulcer-bearing area should undoubted- 
ly be given the preference. This seems rational from 
the fact that ulcer and cancer occur practically in 
the same area. Each occur at the pylorus in ninety 
per cent of all cases. The conclusion is almost an 
irresistible one. That malignant tendency must be 
far more common than hitherto suspected. One- 
third of all carcinomata occur in the human stomach, 
and the fact that constant irritation is known to be 
a potent factor in transferring benign into malignant 
ulceration, which factor.is present at all times in this 
organ. 

The trend of opinion during the past year, fre- 
quently outspoken by authors both here and abroad, 
tends to show the great tendency of cailous gastric 
ulcers to carcinomatous change. In Germany and 
France’, the trend of opinion likewise is developed 
in this direction, so that if we are to trust for im- 
provement in the future, the rational solution of the 
ulcer-bearing area would indicate the excision, if 
possible, by pylorectomy or gastrectomy, or if located 
in other portions of the stomach excision of the ulcer 
is indicated. What could be more forlorn than the 
present cancer problem of the stomach? Every day 
we are opening abdomens simply to close them again, 
where an inoperable carcinoma of the stomach is 
shown to exist. 

Tuffier’ concludes that every gastric ulcer 
which is solitary and which is easily accessible, 
should be extirpated. Many surgeons have em- 
phasized the impossibility of distinguishing malig- 
nant from inflamed tumors of the stomach by gross 
examination. The general trend of opinion seems 
to be leading to this: That gastric ulcer situated in 
the body of the stomach, but not yet causing stenosis, 
is not cured by gastro-enterostomy. Resection, when 
possible, should be done, not only because the ulcer 
is not cured by gastro-enterostomy, but mainly be- 
cause its continued existence is a constant menace 
as regards the probability of a change to carcinoma. 

So it would seem that our only hope is to keep 
constantly before us the predisposing conditions 
which are becoming more and more clearly outlined, 
and adopt radical lines of treatment by attacking 
the disease in its pre-cancerous state, namely, in the 
ulcer or non-malignant state, and thus head off, 
through prevention, this frightful and dreadful pic- 
ture of carcinoma of the stomach, which, when 
brought to the surgeon, is so commonly found to be 
inoperable. In other words, our only chance of 
fighting cancer of the stomach is to ‘attempt to cure, 
not the cancer, but the stage immediately preceding 
it, namely, ulcer. 
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MORTALITY. 

The mortality pf even the more complicated opera- 
tions does not exceed three per cent, while the cures 
will, I believe, run ninety-five per cent, or over. 

Unfortunately, on account of the false conception, 
the improper knowledge of the findings, of the mis- 
takes in diagnosis, the absence of the ulcer in many 
cases for which blundering surgery has been done, 
the performance of many so-called cure-all gastro- 
enterostomies which had not been indicated and were 
totally unwarranted, many failures as to cure 
resulted, and an immeasurable amount of dis- 
credit brought on stomach surgery. So is there any 
reason then that there exists such a wide diversity 
of opinion between internists and surgeons? 

OPERATIONS OF CHOICE. 

The operations of choice here, it seems to me, 

should be about as follows: 


which cited only a small number of cases, which 
were dealing principally, with acute perforations, the 
articles pertaining to this subject have been 59 
numerous that it has almost worn threadbare, and 
my chief excuse in presenting this paper is to cal] 
attention to a method of procedure which I haye 
recently adopted in the last few cases, which seems, 
to be in a measure different in some of its details 
from any that I have personally seen, so that as its 
has answered yery satisfactorily in my hands, I calh 
attention briefly to it here. 
OPERATION. 
The method of procedure that I have been using 
in the last few cases I will briefly describe, the 
essential difference from the ordinary procedures 
adopted being the way in which the stomach section 
is closed. It has proven most satisfactory in my 
hands and I herewith briefly describe it: 


Ago :. 


Ficure 4. 


Muscular and peritoneal coats stripped back. 


Gastro-enterostomy is still a most valuable opera- 
tion in cases of benign stenosis, with obstruction re- 
sulting from healed ulcers. 

When the ulcer is away from the pylorus, either 
as a “saddle ulcer” on the lesser curvature or in 
the body of the stomach, resection of the ulcer and 
ulcer-bearing area is indicated. 

For chronic ulcers in the pyloric arm of the 
stomach, near the pylorus, and duodenal ulcers, the 
operation of Rodman, namely, pylorectomy, is, in my 
judgment, the operation of choice. 

I fully appreciate that since the very valuable con- 
tribution to this subject of gastric and duodenal 
ulcers, as.given by Dr. Robert F. Weir in 1900, 


The pylorus is gotten up, freed thoroughly, trac- 
tion made upon it as it is freed from the surround- 
ing parts; then all the blood vessels are tied off from 
the lesser curvature and the greater, and from the 
duodenal side as far back as the line for the sec- 
tioning is indicated. In other words, the blood ves- 
sels are completely secured at the sectioning line. 
This is done so that there will be no fear of 
hemorrhage when ligating. After this is completed 
and the pylorus is freed, the line where. the section 
is to be made is determined and an incision is made 
completely around on the stomach side from the 
lesser to greater and from greater to lesser curva 
ture on the posterior wall. This goes down to the 
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Sy] CLAMP 


Section wit 


Ficure 5. 
Mucosa and submucosa crushed and ligated with catgut preparatory to amputation of pylorus with 
cautery. 


Ficure 6. 
Operation completed. Pylorectomy and posterior gastro-jejunostomy. 
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sub-mucosa in the entire circumference. The serous 
coat and the muscular coat are then stripped back 
for a certain distance as a cuff, as indicated by 
figure IV, and when the vessels have been thorough- 
ly tied off there is no bleeding, as a rule, from the 
stomach vessels that remain in the wall. 

Aiter this cuff has betn turned back, a stout purse- 
string suture is put in all the way around the entire 
circumference of the stomach. The sub-mucosa is 
then crushed so as to lessen the size of this section, 
as indicated in figure V. This is done by clamping 
it first antero-posteriorly and then horizontally and 
after a few crushes are made in this way the size 
of the stomach at this point is reduced so that a 
catgut ligature is put on at the line of crushing, 


er Corval'4 


re 


Figure VII shows end of the inverted section of 
the stomach. “A” indicates the suture tied around 
the sub-mucosa and mucous membrane, and also 
shows the purse-string suture introduced. “R” 
shows purse-string suture tied and mattress sutures 
put in over it to fortify the stump and to bring an- 
other layer of serous surfaces together over it. 

The advantages that seem to me to go with this 
method of procedure are: 

1. The resection is done in a perfectly aseptic 
manner. There ‘is no contamination, no leakage 
and upto this point there has been complete absence 
of any soiling whatever. 

2. It is done more quickly and therefore is time. 
saving in character. 


aterCv re 


FicureE 7. 


Purse string suture of heavy silk in muscular and 
peritoneal coats inverting stump of mucosa. 


a clamp is then applied to the pyloric side distal 
to the ligature, and with the knife of a paquelin 
cautery a section is made, as is indicated in figure 
V. This same procedure is done on the duodenal 
side, and as soon as the section is made with the 
cautery, which makes a perfectly aseptic operation 
thus far, with no leakage whatever, or contamina- 
tion, the stumps are invaginated and the purse-string 
sutures tied. Then, with a few Lambert sutures 
over this, the ends are snugly brought together, so 
there is no fear of leakage. This is more or less 
quickly done, and it completes the ‘pylorectomy. 
Then a posterior gastro-enterostomy is done as is 
indicated in figure VI. 


Stump covered in with mattress sutures. 


’ 3. It is done with practically no loss of blood. 

4. The chief thing that appeals to me is, there 
is no large, raw, bleeding surface turned into the 
stomach proper, and in the few cases that I have 
used it the completion of it has seemed more neat 
and more thorough than any of the other methods 
of resection I have ever employed. 
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VOLVULUS OF THE SIGMOID FLEXURE 

WITH REPORT OF A CASE AND SOME 

OBSERVATIONS ON ITS ETIOLOGY 
AND TREATMENT.* 


By Georce T. Tyter, M.D., 
Greenville, S. C. 


The patient was a female aet. 52, an inmate of 
the Buffalo State Hospital. The previous history 
is unimportant. Present illness began four days ago 
with colicky pain in the abdomen, constipation and 
vomiting. There was no previous digestive dis- 
turbance, and at first the patient did not appear 
especially sick. Enemata and later cathartics failed 
to relieve. Vomiting soon became fecal. Enemata 
given in the knee-chest position were not effectual, 
in fact they were not returned; neither was gas ex- 
pelled. A rectal tube was inserted but nothing es- 
caped through it. The patient gradually became 
worse; the abdomen grew distended; the pulse rate 
increased; vomiting became more frequent, always 
fecal. When I saw her, 4 days after the onset of 
symptoms, the patient presented evidences of marked 
shock; the respiration was rapid, pulse 140 and over, 
of poor quality; the abdomen was uniformly dis- 
tended and everywhere tympanitic, the liver dul- 
ness had entirely disappeared. There was no mov- 
able dullness in the flanks; no “patterns” were made 
out. The distention of the abdomen did not per- 
mit deep palpation. _Dr. Wright, in charge of the 
patient, had diagnosticated volvulus, as did the 
others of us who saw her. 


Immediate operation was decided on. On open- - 


ing the abdomen by mid-line incision much bloody 
fluid escaped; the small intestines were so distended 
that a trocar was inserted to allow the escape of 
gas and fecal matter. The intestines were pushed 
over the trocar after the method of Monks until 
the distention went down. This procedure was re- 
peated also in the cecum and the colon. The rectum 
was found to extend tense over the brim of the 


*Read in the Section on Surgery at the sixth an- 
nual meeting of the Southern Medical Association, 
Jacksonville, Fla., November 12-14, 1912. 
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pelvis to the outer side of the cecum and anterior 
to the other arm of the volvulus. The cecum with 
the ascending colon was crowded toward the mid- 
line. The appendix was normal, the meso-colon 
long. Following the rectum upward, I came upon 
the enormously distended gangrenous sigmoid, ex- 
tending to the vault of the diaphragm, anterior to 
and to the right of the liver. Only after the incision 
had been enlarged until it reached from ehsiform to 
symphysis, could the sigmoid be brought out of the 
abdomen. It was then incised, the contents amount- 
ing to more than two liters. The point at which 
the twist occurred had nearly sloughed, and the 
manipulation caused a rupture at this point with 
the escape of some of the contents into the ab- 
dominal cavity. 

_The desperate condition of the patient, who was 
infused on the table, made it impossible to do more 
than what was absolutely necessary; hence the sig- 
moid was removed ; the lower portion of the descend- 
ing colon and the rectum were brought out of a stab 
wound in the left iliac fossa. The cecum was 
brought out of a like wound in the right side for 
enterostomy if necessary. Drainage was established 
in the right lumbar region, and the wound closed 
with a drain in the lower angle, extending into the 
pelvis. In spite of stimulation, the patient died in 
eight hours. 

In this case there was no evidence of previous 
inflammatory trouble to produce the obstruction. 
No adhesions were seen anywhere in the abdomen. 
It is a well known fact that inmates of such insti- 
tutions are often constipated. Ptosis to a greater 
or less extent must have been present also, as is 
evidenced by the long meso-colon. ‘Possibly the 
sigmoid may have been a giant sigmoid, and this, 
with constipation, was the cause in the present 
instance, although the fact that no scybalous masses 
were found, suggest that a bowel movement likely 
occurred a short time before the symptoms of ob- 
struction appeared. 

his case is interesting because: 1. The twist- 
ing was in a direction opposite to the moving hands 
of a clock, requiring only 180 degrees of torsion 
for the obstruction. 2. It was to the extreme right 
of the abdomen, pushing cecum and ascending colon 

entirely out of the normal position toward the mid- 
line. (I have found other cases like this in the 
literature.) 3. The fact that a large enema given 
in the knee-chest position did not return is cer- 
tainly of*diagnostic importance, and this anatomical 
variety of volvulus should be thought of in cases 
of obstruction where the enema given in this manner 
is not returned, for when it is introduced the sig- 
moid is free to receive it, but when the patient as- 


sumes the dorsal position to expel it, the atonic loop © 
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sags toward the back, cutting off the lumen of the 
canal. A proctoscope, and through it a rectal tube 
introduced in the knee-chest position, might evacu- 
ate the distended loop, after which, if the patient’s 
condition demanded, laparotomy could be done much 
more easily. 

A review of the literature on volvulus of the sig- 
moid shows that it is more frequent in occurrence 
than one would suppose. According to Agspach, 
volvulus is the cause of from 33 per cent to 50 per 
cent of all the cases of intestinal obstruction. Of 
this proportion, between one-half and three-fourths 
occur in the sigmoid, making a percentage of about 
15 or more of the total number of cases of intestinal 
obstruction—a marked contrast to intussusception, 
which occurs in about the same proportion in the 
small intestine. This, I think, must hold for the 


A 


Kocher, in 96 cases of obstetrics, reports 7 of 
volvulus, much like the proportion in America. Qf 
his cases of ileus, Waterhouse reports ‘volvulus in 
8 per cent, three-fourths of which are of the sig- 
moid. 

Though largely occurring in adult life, especially 
in the later decades—after 40—it is not unknown 
in youth and childhood. Kuhn, with a series of 
95 cases collected from the literature, reports 6 
cases in patients from 15 to 20 years of age. More 
recently Tschernow has recorded 4 cases in chil- 
dren, two of 10, one of 4, and one of 2 years. The 
rarity, however, in early life can be accounted for 
by the greater length of the sigmoid, being at birth 
nearly one-half the length of the entire colon; the 
wide separation of the foot-points of the loop, and 
the shape of the abdominal cavity; for at birth and 


X—Valve formation which disappeared when sigmoid was drawn upward. 


A-B Rectum. B-C Sigmoid. 


German and Russian clinics, for it is of infrequent 
occurrence in this country. For example: 


Philipowicz, in 98 cases of obstruction, reports 47 
of volvulus, 32 of which are in sigmoid. 

v. Bergmann, in 66 cases of obstruction, reports 32 
of volvulus, 14 of which are in sigmoid. 

Obalinski, in 110 cases of obstruction, reports 38 of 
volvulus, 19 of which are in sigmoid. 

Spasokukozky reports 47 cases of volvulus, 18 of 
which are in sigmoid. 

Massachusetts General Hospital reports 12I cases 
of obstruction, 9 of which are in sigmoid. 

Series reports 103 cases of obstruction, 
8 of which are in sigmoid. 

Pa. Hospital, Phil., in 57 cases of obstruction, re- 
ports 7 of volvulus. 3 of which are in sigmoid. 


C-D Descending Colon. After Perthes. - 


in early childhood the pelvic is not so distinct a 
part of the peritoneal cavity and the organs which 
later become pelvic are abdominal, hence the sigmoid 
lies for the greater part of its length higher than 
in adult life. 

Of interest, and so far as I can find, without at- 
tempt at explanation, is the greater frequency of oc- 
currence in the male sex. Though constipation is 
far more frequent in women than in men, and is 
assigned by many as one of the most frequent causes 
of volvulus of the sigmoid, the relation of male 
patients to female as got from the reports is 
about 4 to 1. For example: 
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Cases. Male. Female. Per cent. 
6 


Of Obalinski’s ....- 19 13 
Of Leightenstern’s 37 27 10 73 
Of Spasokukozky’s . 18 15 3 83.33 
Of Kuhn’s .....---- 05 72 22 
Of v. Baer’s.......- 166 125 36 75.5 
Of v, Bergmann’s... 15 13 2 8.6 
Of Philipowicz’s ... 32 28 4 87.5 
Of Kiwull’s ........ 7 I 87.5 
Of Brehm’s ....... 14 14 0 100 


Average 81.54 per cent of males. 

A natural explanation of this fact it would appear 
is the large size of the female pelvis. In distending, 
the sigmoid rises out of the pelvis, the colonic arm 
first, then the rectal arm. The latter will enlarge 
until it fills the pelvis before leaving it. Laxity of 
abdominal walls is more frequent in the female, giv- 
ing more room in the abdominal cavity for the dis- 
tended sigmoid. From the history ofthe cases, it is 
evident that all degrees of sigmoid distention have 
occurred with relief up to the point where volvuius 
takes place, and since the twist does not occur until 
the loop is in the abdonminal cavity, an evacuation 
can take place at any stage of this condition until 
obstruction has occurred; hence the likelihood of its 
occurrence is less in the larger pelvis and more 
roomy abdominal cavity. 

A further explanation lies in a congenital defect. 
Imperforate anus and Hirschprung’s disease are of 
this origin, and a definite relation has been traced 
between the latter and giant sigmoid. (Heller, 
Delkeskamp.) These two, giant colon and giant 
sigmoid, are said to arise from defective junction 
between the proctodeum and the alimentary diverti- 
culum growing back from the point of separation 
of the gut from the cloaca. The trigone of the 
bladder is at the point of separation of the gut 
from the urinary tract. Incomplete closure here re- 
sults in a common passage for urine and feces. 
Defects of this kind are more frequent in males 
than in females, and it would seem that the uterus 
growing out between rectum and bladder ‘causes a 
wider separation of these structures. Therefore a. 
smaller number of congenital defects exists at this 
point in the female, in which defects, when they 
occur, are nearer the perineum, the fecal tract open- 
ing behind the posterior wall of the vagina or into 
It. 

As additional testimony to this view is the large 
predominance of cases of Hirschprung’s disease in 
males, The cases I have collected are as follows: 


Cases. Male. Female. Per cent. 
Redner (quoted by 


Hirschprung) .... 17 I 88.2 
Pa 44 36 80 


Finney (J. H. 

Average 82.45 per cent of males. 

These percentages are worthy of note, and I 
think there is a definite association between them. 
Again a number of cases of Hirschprung’s disease 
have been found in adults, the histories of which 
are not unlike those of volvulus of the sigmoid, 
persistent chronic constipation with occasional at- 
tacks of colicky pains and other symptoms suggest- 
ing obstruction. Perthes explains dilatation of the 
colon by a valve formation or stenosis at the in- 
complete juncture of enteron and proctodeum, which 
cause the ampulla to grow larger, and gradually also 
the lumen of the bowel above it. Sagging forward, 
the dilated rectum increases the stenosis, though it 
may have been slight at first—a relative one, indeed, 
for by drawing the distended loop out of the pelvis, 
the valve or fold disappears, and fixation of the gut 
in this position—out of the pelvis—has relieved 
symptoms of obstruction. In a subject dead from 
operation for relief of giant colon, Perthes injected 
water into the sigmoid from above. Pressure on 
the bowel wall would not force it from the rectum. 
When, however, he raised the loop from the pelvis, 
immediately the fluid gushed from the anus. Keith, 
and later Daniel, have supported this view, the latter 
reporting a case where valve-formation had occurred 
and explaining it on embryological grounds. While 
others have been able to demonstrate no such forma- 
tion, it is possible that they may not have observed a 
functional stenosis. 

A brief consideration of the anatomy of the 
sigmoid may not be amiss. At birth it is nearly 
one-half the length of the entire colon, having a 
roof-shaped mesentery, the angle of which is at 
the fourth or fifth lumbar vertebra, about or to the 
right of the mid-line. The arms or “half lines” of 
this mesentery rise, the colonic to the outer border 
of the psoas muscle in the iliac fossa, the rectal 
about the middle of the third sacral vertebra. In 
adult life the upper point of origin descends until it 
rests at the brim of the pelvis at the sacro-iliac 
articulation, just outside the border of the psoas, 
making the angle of the mesentery acute, where 
formerly it was a right angle or even greater. Nor- 
mally these attachments or “foot points” are about 
eight cm. apart, but, as we shall see, they approach 
under pathological conditions, and are often in con- 
tact. With the growth of the body the position of 
the colon changes, also the relative length of the 
sigmoid to it. For the first few months its growth 
is at the expense of the sigmoid, until in adult life 
the relation in length is from one-quarter to one- 
third that of the colon. The cecum descends from 
the hepatic region to the right iliac fossa; its mesen- 
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tery is obliterated partially or completely, and the 
sigmoid now assumes the pelvic position. Except 
for this loop, rarity of volvulus of the intestine is 
proportional to the normal position of its mesenteric 
attachment. Clark, who has reported cases of re- 
dundant sigmoid, thinks that its growth does not 
cease with extra-uterine life, but continues, its rela- 
tive length remaining unchanged. 

From a dissection of 700 subjects Robinson has 
collected some interesting data which are valuable 
in the study of sigmoid pathology. He gives the 
average length as 47.5 cm. (19 inches) in the 
male, 42.5 cm. (17 inches) in the female. Treves’ 
average length is 42.5 (17 inches), Curschmann’s 
40 to 60 cm. Longer than 62 cm., a sigmoid is re- 
garded as a giant sigmoid. It occurred in seven per 
cent of Robinson’s and six per cent of Curschmann’s 
dissections. Curschmann found one 270 cm, in length, 
The meso-sigmoid is 9 cm.. in the mid-portion, 4 
cm. at the parietal insertion of its colonic arm, 
3.5 cm. at that of the rectal arm. Jannesco thinks 
that the loop is pelvic in 90 per cent of all cases; 
Robinson gives this position in 75 per cent of fe- 
males and 65 per cent of males. The position of 
the loop may be abdominal, iliac or pelvic, accord- 
ing to the insertion of the meso-sigmoid. Perisig- 
moiditis or adhesions between the sigmoid and 
parietal peritoneum, occurs on the left side in 80 
per cent, on the right in 10 per cent of the subjects. 
These adhesions were described by Virchow and 
are an important factor in the production of volvulus, 


Gruber has described a band of fascia extending. 


from the middle of the sigmoid to the duodenum at 
its convexity on the right. It occurred in 35 per 
cent of Robinson’s cases. A band of adhesions— 
Gersuny’s— at the point where the descending colon 
passes into the sigmoid, was found by Gersuny in 
21 cases, in 4 of which volvulus of the sigmoid oc- 
curred. v. Eiselberg also reports one case of this 
kind. 


The sigmoid is the receptacle of feces before evacu- 
ation. Accumulation takes place here over a period 
of from twenty-four hours to several days. The 
weight of this content if remaining longer than 
normal, together with the fermentation it is almost 
certain to undergo, causes a gradual dragging on 
the loop and its mesentery with distention of its 
walls—a condition which may readily give symp- 
toms. 

Irritation arising from the long-remaining fecal 
content has produced sigmoiditis, ulcerations, from 
which by extension result meso-sigmoiditis with con- 
tractions, lymphangitis, endarteritis, scarring, and 
adhesions. Mummery, in his text, “Diseases of 
the Colon,” gives an excellent description, showing 
how distension of the sigmoid causes contraction of 
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the mesentery, which takes place not in its length 
but in its width, bringing the arms of the loop close 
together, and also the foot-points. In a report of 
14 cases of volvulus of the sigmoid, Brehm has well 
demonstrated meso-sigmoiditis as the cause. In some 
of these, the arms of the sigmoid were bound to- 
gether like a double-barreled gun, and the foot- 
points in contact. The twist occurred around these 
foot-points as a pivot. Ries has given a very good 
review of meso-sigmoiditis, reporting one case of 
repeated volvulus caused by it. At operation only 
the distended sigmoid was found with thickened, 
contracted, and scarred meso-sigmoid. ‘Though not 
twisted, a very slight turn caused the twist to recur, 
Whitish streaks described by several authors radiat- 
ing from the points or origin of the sigmoid are 
evidence of previous contraction and twisting. One 
case is reported where they appeared in a spiral 
course (Thiemann). Ries is further of the opinion 


that this condition gives symptoms sufficient for 


surgical interference, and if untreated volvulus is 
likely to result. 

Patel, in a very interesting account of sigmoiditis 
and peri-sigmoiditis, thinks that infection arising 
from the retention of feces is the cause of these con- 
ditions. General infections, also, influenza, scarlet 
fever, puerperal infections, are exciting factors in 
their production as well as of diverticula. Resulting 


from them, adhesions, retractions of the meso-sig-. 


moid, causing stenosis are found. Pelvic infections 
in the female, though infrequent, are also given 
as a cause of these adhesions. Kuhn’s idea‘is that 
scarring of the meso-sigmoid with adhesions and 
approximation of the foot-points allows free mobility 
to the arms of the loop, hence with distension they 
will cross, the colonic becoming anterior to and to 
the right of the rectal. At this point the tension of 
the abdominal wall, which early prevented the tor- 
sion, now acts to prevent its reduction. 

According to Robinson, trauma of the psoas muscle 
is a factor in producing meso-sigmoiditis. Repeated 
injury to it has caused invasion of organisms from 
the bowel with resulting adhesions and thickening 
of the mesentery. ‘He also notes its infrequency in 
the female, giving as a reason the different anato- 
mical position of the meso-sigmoid being by its 
attachment out of range of injury to the psoas. 

Spasokukozky has reported 47 cases of volvulus 
in Russians due to starvation., Of these 18 were in 
the sigmoid. He explains it on the ground that 
peristalsis is increased, distension is greater and the 
sigmoid rises out of the pelvis, allowing the small 
intestine to occupy it; also that the normal resistance 
of the abdominal wall is released, and ‘that the in- 
testine of the Russian is 26 feet long, as opposed to 
19 feet, the length of the German’s intestine. 
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Giant sigmoid with long mesentery has been as- 
signed as the cause of volvulus, and Heller thinks 
that it is of greater importance than adhesions in 
producing the condition. Angulated and redundant 
sigmoids very likely belong to this class. Though 
rare, it is found in pregnancy. Lampe has reported 
one case of his own and one of Brettauer’s, and 
mentions four others in the literature. Philipowicz 
has also reported one case. Drs. Crawford have 
also reported a case with volvulus of the hepatic 
flexure. Braun, quoted by D. Grulee, in 60,000 labor 
cases, saw none of volvulus. It usually occurs late 
in pregnancy; most of the cases have been the result 
of sudden exertion, trauma or strain. Stercoliths 
have also been found in volvulus. Chronic. consti- 
pation and intestinal paresis, so common in the aged 
and insane, may have a congenital cause also. Little 
has come from experimental work on volvulus be- 
cause of the difficulty in producing it in animals. 
Senn, Robinson, and others have tried unsuccessfully 
to produce it. The upright position of the body may 
be a factor not sufficiently considered in this work. 
Riedel thinks that in some cases adhesions around 
the sigmoid are of luetic origin. Muschcowicz re- 
ports a case of meso-sigmoiditis with arms of the 
loop parallel and a previous tubercular history. These 
adhesions may have been tubercular. 

As a post-operative complication I have found 
only one case, Bloodgood’s. This was two weeks 
after an operation for appendicitis, when the patient 
was walking about. The adhesions found had very 
likely been the cause of the attack for which he was 
at first operated on. In the Johns Hopkins Hospital 
records of post-operative obstruction there are none, 
nor is it mentioned as a complication of appendicitis 
in Kelly’s work on that subject. Frazier, in writing 
on the abdominal complications of typhoid fever, 
reports seven cases of volvulus of the ileum, none 
of the sigmoid. Roberts, in an article entitled “Vol- 
vulus of Typhoid Fever,” reports no cases occurring 
in the sigmoid. 

So far as I have been able to gather from the 
literature, congenital defects, constipation, meso-sig- 
moiditis, diverticulitis, adhesions, and giant colon 
with a long mesentery, starvation, trauma, pregnancy, 
and diatetic errors have been given as etiological 
factors in volvulus of the sigmoid. Frommer thinks 
that to abnormal length of the sigmoid is due chronic 
constipation. Both he and Curschmann are positive 
in asserting that constipation is not an etiological 
factor, but an incident in volvulus. This view is 
strikingly in keeping with the congenital idea, and 
it seems not illogical to trace the sequence: con- 
genital stenosis, dilatation (with later hypertrophy), 
constipation, meso-sigmoiditis or adhesions, volvulus. 
While all the cases do not bear out this theory, it 
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is suggestive and invites further observation. 

In a review of the voluminous literature the re- 
ports of cases of volvulus of the sigmoid were found 
to be’ so meagre that an attempt to collect and 
classify them was abandoned. A number of good 
articles on the subject have appeared with bibliogra- 
phies. Few have come out since Wilms’ monumental 
work on ileus. He has given an exhaustive review 
of the literature with complete bibliography up to 
that time (1906). Bloodgood, in 1909, Lesene and 
Augspach, in 1910, and Heller, in 1911, are the most 
recent contributors. 

Two types of volvulus of the sigmoid are de- 
scribed, the first, without previous symptoms, com- 
ing on suddenly after exertion, trauma, or indiscre- 
tion in diet, with severe symptoms of obstruction, 
collapse, and terminating fatally in a short time (1 
or 2 days), with peritonitis. The second is a chronic 
form with history of attacks of constipation and dis- 
tension, more or less severe, lasting from a few 
hours to days, and recurring at various intervals, 
with finally a terminal attack. Most of the cases 
belong to this class, which may explain why they 
are seen much later than is usual for other forms 
of intestinal obstruction. These descriptions apply 
to those cases where the volvulus is about the 
mesenteric axis. There is also another variety where 
the bowel having a mesentery passes into a segment 
having none; for example, close to the ileo-cecal 
junction, also where the sigmoid passes into the 
rectum. Here a torsion on its axis can occur, and 
Kuhn has reported one case where at the sigmoido- 
rectal junction a twist of 90 degrees occurred, with 
resulting obstruction. The higher attachment of the 
mesentery here, as sometimes occurs, may conduce 
to volvulus of this variety. 

The diagnosis is not difficult if seen early. There 
is often a previous history of constipation with or 
without previous attacks, suggesting obstruction. 
The onset is sudden, the patient complaining of 
severe colicky pairis, general or localized in the left 
lower quadrant of the abdomen, and nausea. Senn, 
and later Bloodgood, have noted pain in the back, 
usually low down. ‘Local distention begins ‘soon, 
often with local meteorism, and if early examination 
is made a palpable tumor, tympanitic on percussion 
(v. Wahl’s sign), can often be made out. Pat- 
terns may also appear. There is much less tender- 
ness except over the point of twisting than in peri- 
tonitis. Pulse and respiration are not affected until 
toxic symptoms and distension appear. In fact, the 
pulse may be slow. Frequently the patients do not 
appear to be very sick, and this is further shown 
by the fact that the average duration of symptoms 
before relief is four or five days. Evidence of col- 
lapse is indicative of the onset of gangrene. 
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Vomiting, usually an early symptom in intestinal 
obstruction, is a variable one in volvulus of the 
sigmoid. It may appear early, oftener late, and in 
about 50 per cent of cases does not occur at all. 
It is rarely fecal. Competency of the ileo-cecal 
valve has been suggested as the cause of its non- 
occurrence. There is absolute obstipation both of 
feces and gas. Indicanuria has been noted. It does 
not occur so frequently as, and when present, ap- 
pears later, than in obstruction higher up. Little 
has come out regarding blood counts, but where 
recorded there is a leucocytosis.* 

The severity of the symptoms depends not on the 
age of the patient, the duration of the attack, or the 
degree of the torsion, but on the occlusion of the 
blood supply. In one of Bloodgood’s cases, the first 
of his series, there was volvulus but no obstruction. 
H. Braun reports one case lasting 25 days, with 
volvulus of 540 degrees, relieved by detorsion. By 
contrast other cases with symptoms of one day or 
less, are found in collapse with -perforation and 
peritonitis. According to Treves, peritonitis appears 
early. Few abdomens on opening are without serous 
or bloody fluid. Rectal examinations for the most 
part have been negative. If the twist is low the 
constriction may be felt, but it is rare. The use of 
enemata of 100 to 500 cc, causing cramp-like pains 
and suddenly expelled if the obstruction is low, may 
be of some diagnostic value. Rectal tenesmus has 
also been described, as well as bloody stools. Later, 
when distension becomes general, the whole abdomen 
is tympanitic and little of a definite character can 
be made out. Lastly, evidences of collapse, rapid 
and weak pulse, embarrassed respiration, supervene, 
and the patient gradually succumbs. 

The histories and some of the operative findings 
in volvulus of the sigmoid suggest very strongly that 


_ attacks have been spontaneously relieved. Blood- 


good’s case, where there was no twist, but engorge- 
ment of the vessels in the meso-sigmoid, suggests 
this, as he also notes in his article. 

Of all forms of intestinal obstruction volvulus of 
the sigmoid has the highest mortality. Only 50 to 
60 per cent of the cases recover. Tf the patient is 
seen early the prognosis is good. Evidences of 
toxemia are late in appearance—much more so than 
in obstruction higher up in the canal. Peritonitis 
is often present; this and pneurhonia are the most 


frequent complications. After toxemia has appeared 


the course is rapid. The tendency to recurrence 
has been noted by nearly all who have written on 
volvulus of the sigmoid. About 10 per cent of the 
cases recur, many of them being more severe than 


*The temperature gives little diagnostic aid ex- 
cept in the late stages. Often it is not elevated. 


the first attack. Obalinski, v. Bergman, v. Eiselberg, 
Steinthal, Kuhn, and others have had single recur. 
rences. Foote, Kuster, Roux, Blake, Bell, Lecene, 
Greiffenhagen, have had 3 or 4 recurrences in the 
same patient. Finally comes Bloodgood’s, with thir- 
ty-two attacks. Though the torsion is released, the 
contractures of the meso-sigmoid have established 
a “habit” of twisting, hence recurrence is likely. 

The plan of treatment suggested by Friele seems 
the best: 1. Prevention; 2. Treatment of the at- 
tack; 3. Prevention of recurrence. 

1. Much can be done by way of prevention. Hy- 
gienic measures, good dietary habits, are invaluable, 
Children with sluggish or otherwise abnormal bowel 
movements, and patients with repeated attacks of 
pain referred to the left iliac region, constipation, 
or constipation alternating with diarrhea, should be 
examined with special reference to défects of the 
rectum, and the sigmoid. A chronic appendix often 
gives symptoms from adhesions alone. A “left-sided 
appendicitis,” as symptoms in this region are some- 
times called, may also be from the same cause. IIlus- 
trations of this condition and its significance have 
been well brought out by recent writers. Ries 
Brehm, Patel, Tuttle, and others have written much 
on this phase of the subject. Examination of the 
region of the sigmoid when laparotomies for other 
conditions are done, is often easy, and freeing of 
adhesions present may be undertaken without addi- 
tional risk. Removal of the redundant and angulated 
sigmoid, as practiced by Clark, is certainly a wise 
procedure, and should be used more. Now that our 
diagnostic methods are so much better than for- 
merly, there is much more reason for more thorough 
measures. Bismuth enemata with X-ray pictures, 
digital and proctoscope examinations, local treat- 
ment for ulcerations and other forms of colitis, 
division of hypertrophied valves, etc., are all meas- 
ures which will prevent further trouble. Anchoring 
of the sigmoid will be discussed under the third 
heading. 

2. Treatment of the attack should be non-oper- 
ative at first. If early it may be relieved by the use 
of enemata often repeated, and given in the knee- 
chest position, together with the administration of 
atropin. Greiffenhagen has used large doses (3 mg. 
in nine hours). This with enemata has given satis- 
factory results in some of his cases. Many others 
have used it and speak of its efficacy in obstruction. 
Rectal sounds are contraindicated. The use of a 
proctoscope through and beyond which a rectal tube 
can be guided is a rational procedure. The tube 
has been passed beyond the kink and evacuation of 
the loop with entire relief has followed. The posi- 
tion of the patient after giving enemata is important. 
The exaggerated Sims posture with the thighs 
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well flexed on the abdomen and the head and shoul- 
ders bent well forward allows the greatest freedom 
available in the abdominal cavity. Significant is the’ 
non-return of the enema as occurred in Roser’s, H. 
E. Clark’s, and my case. Though the enemata may 
be expelled with escape of much gas and fecal matter, 
if the patient does not soon show marked improve- 
ment, operation should be also undertaken. A study 
of Philipowicz’s cases amply confirms this opinion. 
If within a few hours enemata are not effectual, 
operative measures should be resorted to. Detorsion 
with evacuation of the contents either by rectal tube 
introduced from below, or if this is impossible, by 
aspiration or incision, has given the largest per- 
centage of operative recoveries. Primary resection 
with end to end anastomosis, anastomosis between 
cecum and rectal arm of the sigmoid, or between 
ileum and sigmoid has been successfully performed, 
but the risk is great and it should not be undertaken 
unless the attack has been of short duration and the 
patient’s condition favorable. If it is done the wound 
should be closed with drainage or by Bloodgood’s 
method, for though a fecal fistula may result, the 
chances of recovery are greater. It is often a temp- 
tation to do a primary resection and anastomosis, 
but a bowel that has had impairment of.its circulation 
is not in good condition for suturing. Also these 
patients, though they do not seem so, are toxic, and 
the least that is done, the better is their chance of 
recovery. Enterostomy, too, has a high mortality. 


Resection for gangrene is, of course, necessary; 


with this, enterostomy and drainage is the safest 
procedure. 

Where it occurs in pregnancy attempt with the 
rectal tube should be made to relieve the torsion. 
The diagnosis here is often difficult, for the other 
complications of pregnancy must be excluded. Phili- 
powicz relieved one case with enemata and the 
rectal tube, the patient seven weeks later going 
through a normal labor. Operation if enemata are 
not effectual should be undertaken through an in- 
cision in the left iliac region to avoid the pregnant 
uterus. The loop should be treated as mentioned 
above. To empty the uterus subjects the patient 
to unnecessary risk, as Lampe has shown. If at 
term, Caesarean section is advisable with relief of 
the torsion. 

The histories often show that patients with fatal 
outcome survive operation for several hours or even 
a few days. I believe that by vigorous post-operative 
stimulation, including transfusion, keeping up of 
fluids, enterostomy, with frequent washing out of 
the bowel, and lavage when nausea occurs, we may 
save a larger number of these patients. 

3. The prevention of recurrence is an important 
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feature of the treatment of volvulus of the sigmoid. 
The freeing of adhesions, Gersuny’s.and others, at 
the time of operation, has prevented recurrence in a 
number of cases. While detorsion has given the 
largest number of recoveries, the largest number of 

recurrences also have followed this method. Senn, 

and later Waterhouse, practiced and advised plica- 

tion of the meso-sigmo‘d. The procedure is not popu- 

lar, however, and has been given up. Colopexy, 

hitching the long sigmoid by its mesentery to the 

parietal peritoneum, most frequently the anterior ab- 

dominal wall, either at the time of operation or as a 

preventive measure, has been done in many cases. 

Many of the authors have made use of this method 

with satisfactory results. Roux advocated and prac- 

ticed it until symptoms of recurrence followed its 

use in two cases. Since then he has abandoned it, 
and now advises resection. Others, however, stil? 
recommend it. The most recent contributors to the 
subject—also Curschmann—have advised resection of 
the sigmoid. Obalinski also advised it, but as a 
primary measure. vy. Ejiselberg uses it also as a 

primary measure, unless the condition of the patient 

is bad, then he does it at a second operation. As a 

primary operation the mortality is very high. Lecene 
advocates is as a secondary operation. It can easily 

be done a week or ten days after the patient has re- 
covered from the detorsion. None of the cases oper- 
ated on in this way have had fatal outcome. His, 
Bloodgood’s, and v. Eiselberg’s, have had no symp- 
toms after the operation; and their health has been 
excellent. This method has very little more risk 
than anastomosis between cecum. and sigmoid, or 
ileum and sigmoid, or even an anastomosis between 
the arms of the loop. Coley and Chaffee report one 
case where no attempt at resection was done, but 
the patient has a fistula and wears a rubber button 
with a stem in which is a fine hole for the escape 
of gas. 

After reading the histories of recurrent attacks, 
I think that it is well to advise operation in those 
cases that have been relieved by the use of the rectal 
tube and enemata, for the recurrences are often more 
severe than the first attack, and many have had fatal 
outcome. 

In the preparation of this paper I have reviewed 
most of the work on volvulus and: have used what- 
ever material I could. The appended: bibliography 
is not complete but gives a good review of the sub- 
ject. I wish to make grateful acknowledgement to 
Dr. Arthur Hurd, of the Buffalo State Hospital, and 
his associates,.for the privilege of seeing and report- 
ing this case, and to Dr. Bloodgood, of Baltimore, 
for his supervision and encouragement in the prepara- 
tion of this paper. 
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Ridiachistee : British Med. Journal, 1909 (May 29). 
Wilms: Der Ileus. D. Ztschr. f. Chir., 1906, Bd. 


# weber: Zentralbl. f. Chir., 1906, Bd. 33, No. 32. 
Zeuge u. Monteuffel: Archiv. f. klin. Chir., Bd. 4r. 
This case was reported at the meeting of the Sec- 

tion in Surgery of the Academy of Medicine, Buffalo, 


N. Y., in May, 1910. 


DISCUSSION. 


Dr. J. L. Jelks, Memphis, Tenn.—Relative to this 
condition (which is quite rare) I have had some 
little experience, and I recall one case in which very 
radical measures were taken. This was in the case 
of a tumor as large as a fetal head, the result of 
amebic ulceration of the rectum and sigmoid, and 
that, in turn producing contraction, ‘angulation and 
obstruction at the recto-sigmoid junction. This case 
was absolutely a hopeless proposition unless we 
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could get into that sigmoid by some measure other 
than surgical, or unless we resected the sigmoid. 

I assumed the responsibility in this case, of exer- 
cising a little more dangerous procedure than 1 
would advise practiced by one who is unaccustomed 
to the use of the proctoscope and the performance of 
sigmoidoscopy, namely, forcibly pumping air into the 
rectum and sigmoid, through which means you may 
get enough air into the sigmoid, notwithstanding the 
fact that sigmoid may be closed, to raise the sigmoid 
perhaps, or open that obstructive portion of the gut 
sufficiently that the sigmoidoscope can be introduced. 
In this case I found quite an accumulation there of 
material, and that it required three or four sittings 
(as I may term it) to relieve. After that had been 
done, requiring 30 minutes each time, without an 
anesthetic—don’t go in there with an anesthetic; 
that would be hazardous—I relieved that man of the 
awful danger of sigmoid resection. 

When we today study the great number of cases 
of ulceration and coloptosis we are rather surprised 
that we do not have more intestinal obstructions, and 
we might be surprised that we do not have more 
serious toxic conditions and symptoms than we do. 
Oftentimes we go into an abdomen and find a colon 
which we might use, I might say, figuratively speak- 
ing, for a hoop to play hoop-jumping with. It is 
rather surprising, therefore, that we do not have 
more obstructions than we do. 


SURGERY AND DISEASES OF THE MOUTH AND JAWS. 


By Vilray Papin Blair, A.M., M.D., Professor of Oral 
Surgery in the Washington University Dental 
School and Associate in Surgery in the Washing- 
ton University Medical School. Pages, 638, with 
384 illustrations. Published by the C. V. Mosby 
Company, St. Louis. . 
This is one of the most admirable books that have 

recently come to the reviewer’s table. It is solid value 
all through and speaks the latest words on every 
point connected with the subject. Though at first 
thought it might seem strange that so much should be 
written. concerning a region of such narrow bound- 
aries, yet examination shows that there are no su- 
perfluous paragraphs. The skiagrams, diagrams and 
engravings are first class and pertinent. No up-to- 
date surgeon can look into the pages of this book 
without wishing to own it. Its success is assured 


THE TREATMENT OF SHORT SIGHT. 


By Professor Dr. J. Hirschberg, Geh. Med. Rat. in 
Berlin. Thanslated by G. Lindsay Johnson, M.D., 
F.R.C.S. Rebman & Co., New York. 

This little book of 138 pages is well and concisely 
written. It treats of a subject too little understood 
even by eye specialists. : 

He condemns the atropine treatment and has found 
no benefit from tenotomy of the rectus externus. He 
considers the dissection of a strip from the equatorial 
region after temporary reception of the zygoma as a 
hazardous and doubtful expedient, and deplores the 
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extravagant praise awarded to Fukala for its develop- 
ment. 

Heredity and faulty school management seem to be 
responsible for most of the myopia that characterizes 
the present age. The book is very readable even to 
the general practitioner. To the specialist it should 
be more so. 


Several small monographs of unusual interest have 
been received. The reviewer presents his judgment 
concerning some of them. 

AN ESSAY ON HASHEESH. 

Including Observations and Experiments. By Vic- 
tor Robinson, Contributing Editor Medical Review 
of Reviews, Pharmaceutical Chemist Columbia Uni- 
versity, etc. Published by Medical Review of Re- 
views, 206 Broadway, New York, 1912. Price, 50 
cents. 

This is an intensely interesting little monograph of 
83 pages. It contains much new and valuable infor- 
mation concerning Cannabis Indica. It also describes 
the effects of the drug with features not generally 
known. The book is worth its price. 


MEDICAL LABORATORY METHODS AND TESTS. 

By Herbert French, M.A., M.D. (Oxon.), F.R.C.P. 
(Lond.). Assistant Physician Guys Hospital, ete. 
Price $1.50. Chicago Medical Book Company, 
Chicago, Ill. 

A handy little book of 200 pages containing the 
more important tests required in medical diagnosis, 
clearly and concisely stated. 
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EDITORIAL DEPARTMENT 


NOW IS THE TIME TO STRIKE FOR 4 
NATIONAL DEPARTMENT OF 
HEALTH. COL. GORGAS 
FOR SECRETARY. 


Now that political excitement is subsiding 
the people are beginning to consider what are 
the measures they wish their agents, the sen- 
ators and representatives in Congress. to exe- 
cute in the special session soon to be called, 

Among these measures is one upon which 
the entire medical profession has united, and 
which is approved by all the citizens save those 
who are misinformed or who are guided by 
evil motives. That measure is the creation of 
a Department of Public Health, and now is 
the time to do the most efficient work for its 
accomplishment. To do this it is only neces- 
sary to convince senators and representatives 
that such a department is needed and that the 
people want it. 

Doctor, it is up to you to do it. Your op- 
portunities for observation and your line of 
thought and study equip you especially to 
show your agents in the Congress the urgent 
need for such a department, armed with full 
power to do whatsoever is necessary to protect 
the lives and health of the people wheresoever 
and whensoever such action is needed. You 
can tell them that at present our health matters 
are managed by commissions and other bodies 
entirely independent of each other, without 
co-ordination ; that the Public Health and Ma- 
rine Hospital Service has its hands full guard- 
ing our ports, every one of which is threat- 
ened with invasion by bubonic plague or chol- 
era, and though it occasionally details an of- 
ficer for inland service it is only emergent and 
temporary ; that the pure food commissions are 
separate links and work jerkily ; that one great 
evil, the distribution of kiln-dried meal from 
damaged, artificially cured, pellagra-breeding 
corn, is not even embarrassed, so far, by the 

means available to oppose it; and that our de- 
fence against insanitation on large scales, 
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wholesale poisonings by food and drugs, and 
death dealing occupations, requires a national 
Department of Public Health, with a man at 
its head. So much as to the need of it. 

To show that the intelligent elements in the 
nation want it, refer them to the numerous 
magazines that favor it, the leading news- 
papers that approve of it. Tell them that the 
outcry raised against it is organized and paid 
for by fraudulent medicine makers, outlawed 
quacks and cranks, and fakirs of every kind. 

Show that last November the Southern 
Medical Association, representing the leading 
physicians in every Southern State, passed 
unanimously a stirring resolution urging the 
creation of such a department. Tell them, that 
the great American Medical Association, rep- 
resenting the leading doctors in every State, 


has taken similar action. And tell them the . 


people are in earnest about this thing, and are 
going to have it. 

History shows that whenever humanity de- 
velops some great pressing need, Providerice 
always sends a man whose peculiar genius fits 
him for the work. The need is here.. It is 
urgent. And the man is here, the one above 
all others capable of cleaning out the Augean 
filth and disease that now mars our great re- 
public and makes its death list a source of 
shame. 

No need to say his name is Gorgas. Over 
all living men in lines of sanitation he stands 
supreme, 

So lets have a Department of Public Health 
with Gorgas at its head. If every reader of 
this JourNaL will correspond or talk with his 
senator and representatives on the subject dur- 
ing the present recess it will be accomplished 
at the special session soon to be called. Doctor, 
it 1s up to you. 


THE S. M. A. SPECIAL TO THE A. M. A. 


MEETING AT MINNEAPOLIS. 


Considerable interest has been aroused in the 


_ Proposed Southern Medical Association special 


train to the Minneapolis meeting of the Ameri- 
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can Medical Association next June. Indeed, 
negotiations have proceeded so far that the 
excursion may be anticipated as a certainty. 
The L. & N. R. R. has been selected as the 
official route of the S. M. A. train. Passengers 
from Texas and points west of New Orleans 
who have secured proper tickets will be as- 
signed to through sleepers at that station. As 
the train passes Mobile, Montgomery, and Bir- 
mingham, Nashville and Louisville, sleepers 
will be added as required, and excursionists 
with proper tickets will be provided with suit- 
able accommodations. 

At Memphis and Nashville connections will 
enable members from Arkansas and Northern 
Texas to fall in, and trains from the Virginias 
and Carolinas can join the other at Louisville. 
A brilliant, triamphal progress is anticipated 
all the way to Minneapolis. 

It is hoped that the Southern Medical Asso- 
ciation will turn out in such force that the 
great A. M. A. will recognize the true char- 
acter of the young giant, and appreciate the 
fraternal spirit that has instigated the move- 
ment. It will be a memorable trip to every 
man and woman who participates. Particular- 
ly welcome will be our sweet, refined, gentle, 
Southern women, whose kindly character and 
undeniable beauty are the glory of the South. 
They, too, should go. All the arrangements 
have been concluded and Dr. Seale Harris, of 
Mobile, the Secretary-Treasurer of the S. M. 
A., will be glad to give any desired informa- 
tion regarding the special. 


STATE MEDICAL ASSOCIATION 
MEETINGS. 


In many of the Southern States the State 
medical associations will meet next month. It 
is the time of year when we have least to do. 
The mild tertians and quartans have been over- 
come and the pestiferous aestivo-autumnal 
parasite has not yet begun its annual attack. 
Country people talk crops and garden truck 
and city folks loaf and wait for the next crop. 
Only the stork industry maintains its status 
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quo, and that is not so brisk that the doctors 
cannot leave home for a few days. 


The State meetings bring together old ac- 
quaintances in friendly greeting; the experi- 
ences and ideas garnered since the preceding 
meeting are distributed or read, and discussed, 
and every member carries home with him not 
only a mind and body rested and refreshed, 
but a store of added knowledge that no books 
can give—knowledge that means help to our 
patients, confidence to ourselves and money 
in our pockets. 

We all know how much more patients con- 
fide in the doctor who often goes to learn 
something new, than in the stupid stay-at- 
home, who thinks he knows it all, anyhow, and 
hopes to grab some of our practice while we 
are absent. But he never gets it, if we are 
worthy and the patients worth having. 

Attend your State association meeting, doc- 
tor, and then come with us to Lexington next 
November, and tell the S. M. A. all about it. 

But before that, right at the headquarters 
of the Southern Medical Association and the 
home of the Journdl, right in Mobile, the 
Medical Association of the State of .Ala- 
bama meets on the third Tuesday in April. 
Surely no Alabama doctor can fail to wish to 
attend. And physicians from other States are 
always loyally welcomed. Make a special 
effort and come, doctor. And while here do 
not fail to visit the Journal rooms in the sky- 
scraping Van Antwerp building, and get ac- 
quainted with the office force. We are worth 
knowing, and our enthusiasm is contagious. 

We realize that in the Sunny-South the great 
Creator has supplied the means for healing 
every sickness, for soothing every pain; that 
to the organized medical profession has been 
entrusted the duty of administering it; that, 
inspired by altruistic motives, the profession 
has become like a gigantic tree—its roots in 
the soil of truth and nourished by knowledge; 
its trunk the loyalty that binds the members 
together ; the county societies are its vigorous 
foliage, and the Southern Medical Association 


is the widely opened flower, of which the State 
associations are its brilliant petals. Standing 
thus, in the full light of publicity, with the 
blessing of Providence, and the good will of 
all men, it is bearing abundant fruit, which jg 
for the healing of the people. 


HONORS TO THREE SOUTHERN MED. 
-ICAL COLLEGES. 


At a recent meeting of the Association of 
American Medical Colleges, held at Chicago, 
the Schools of Medicine of the Universities 
of Alabama, Georgia and Texas were admitted 
to full membership. 

Though sombre minds may consider fame 
as but the fickle breath of the thoughtless 
crowd, yet there are worldly honors worth the 
winning, their carping comments notwithstand- 
ing. The man who strives to merit and win 
the approval of his fellows, and glories in their 
praise, is every whit as sensible as those who 
pretend to be immune to such _ influences. 
Moreover, the world, in seeking for the Best 
instruments to do its work, must either choose 
them blindly or be guided by the verdicts of 
observers who have opportunity to judge 
aright. Especially is this true of institutions 
of learning to which the world consigns its 
precious treasure, its plastic youths, who are 
by them to be moulded into the future owners 
of the earth and all that is therein. Only by 
the verdict of experience and qualified obser- 
vation can one know the good from the bad, 


‘the real from the pretended. 


In these United States of America the med- 
ical profession has established for the protec- 
tion of themselves and their worthy fellow 
citizens against deception by fallacious boost- 
ing, two supreme arbiters of character in med- 
ical colleges. One is the A. M. A. Council on 
Medical Education, the other is the Associa 


tion of American Medical Colleges. Whatever. 


school proves satisfactory after rigid examina- 
tions and repeated investigations by personal 
agents of the Council, is assigned to class A, 
and thus proclaimed able and worthy as aa 
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institution for teaching modern medicine. 
Having won this honor a school of medicine 
may, if it so desires, apply for membership in 
the Association of American Medical Colleges, 
in which case inspectors are sent to look care- 
fully into all the details and work of the insti- 
tution, its equipment and support, and if these 
are approved it is received into the association, 
crowned with the double honor that expresses 
the highest reward attainable. There is noth- 
ing higher. All beyond is a matter of expan- 
sion, of numbers, of increased equipment and 
income, but not of degree. 

Such is the honor that has come to the 
Schools of Medicine of Alabama, Georgia and 
Texas. Only absolute merit could win it. 
Wealth, numbers, political pull alike’are pow- 
erless to open the gates of admission to this 
association, and only class A colleges can enter. 

The people of Alabama, Georgia and Texas 
owe gratitude to their universities for bring- 
ing them such signal honor. No longer need 
they send their young men to other States to 
study medicine because other schools are bet- 
ter, for they are not. The years that are spent 
in earning the degree of M. D. should be 
passed in their own universities. There is no 
longer an excuse for sending them elsewhere. 
To do so is to insult their State and lapse from 
loyalty. Then honor and patronize your own 
colleges, that have won recognition from the 
highest arbiters in your country. 


THE RAT, THE FLEA AND THE 
PLAGUE. 


Under the above title, Dr. Isadore Dyer, 
of*New Orleans, publishes a pamphlet under 
the auspices of the New Orleans Medical 
Plague Conference Committee, composed of 
the health officials and the leading physicians 
of that city. 

The theme of the pamphlet, printed in cap- 
ital letters is, “No Rats, No Pracue. The 
Tat is the carrier, the flea is the transmitter. 
Plague, rat, flea, man; plague, rat, flea, man, 
So the cycle runs.” Abolish either rats or fleas 


and you abolish the plague. In view of such a 
simple problem it would seem amazing that 
so many millions of human beings have been 
destroyed by plague since recorded history 
began. But unfortunately the bacillus pestis 
can be communicated by other means than the 
simple cycle described. 

There is no doubt of the efficiency of rats 
and fleas in transmitting plague, but when 
once established plague can be transmitted 
from one person to another by the breath, 
causing the pneumonic form, which is the most 
fatal of all. However, if the rat and the flea 
did not first get in their work there would be 
no. deadly effluvia for inhalation from an in- 
fected breath. 

Dr. Dyer cites the example of San Francisco 
in the second plague invasion, that of 1907, 
when the citizens had learned by costly expe- 
rience the folly of concealment and the wisdom 
of prompt and public action. When all classes 
and conditions of people went to work to- 
gether intelligently and energetically, the dis- 
ease was conquered and commerce revived. 

Nearly a year ago the Southern Medical 
Journal editorially warned its readers of the 
inevitable danger now so apparent. Like “the 
voice of one crying in the wilderness” the 
warning had little effect, and it may possibly 
be true that even now some infected rat has 
burrowed in the sewers of Southern cities, 
which are just waking up to their peril. So 
the Journal again ennunciates a warning to 
our Southern coast cities, and it is this: Look 
out for dead rats. The finding of one such 
should arouse suspicion, two should awaken 
fear, three should provoke a thorough investi- 
gation. 

Look out for dead rats! 


DR. CHARLES WARDELL STILES AND 
HIS WORK. 


When an able, energetic, conscientious man 
finds his proper work he is apt to make a suc- 
cess of it. It so happened that there was a 
crying need for a scientific physician to find 
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our languid, anaemic fellow-citizens, for whom 
life was a burden without relief. 

It so happened that Dr. Stiles was just that 
kind of a scientific man, and eager for work. 
The time, the necessity and the man were 
united, and the result is one of the greatest 
blessings to thousands of suffering mortals. 
When his theories and his ability had been 
demonstrated in Cuba and Porto Rica it was 
a logical step to undertake the relief of thou- 
sands of men, women and children scattered 
through the poorer regions of the South, who 
were being exsanguinated by the hookworm. 
His report as Scientific Secretary for the 
Rockefeller Sanitary Commission for I9I1 
gives one a glimpse of the magnitude of the 
task he has undertaken. His surveys show 
that in a very large number of our American 
farm homes for white people, 35.2 per cent, 
are without privies, while of the negro homes 
768 per cent are similarly destitute. He justly 
styles this condition as “shocking.” 

The report and pamphlet sent out by Dr. 
Stiles furnish the best and most complete 
study of the American hookworm available. 
One pamphlet in particular, written by him 
and issued by the Rockefeller Sanitary Com- 
mission, is a superb example of scientific state- 
ments in popular language, presented in the 
finest style, though plain and simple, of paper 
and type. It is entitled “Soil Pollution; a 
Cause of Ground-Itch, Hookworm Disease 
(Ground-Itch Anaemia), and Dirt Eating.” 
It is intended for use in schools, and Dr. 
Stiles suggests that it can be discussed by the 
classes of boys and girls separately. 

The engravings are fine, intelligible, and 
horrible enough to inspire school children 
with a wholesome fear of infection and an 
ardent desire to co-operate in the fight against 
soil pollution. Dr. Stiles has made his mark 
upon his day and generation. Henceforth the 
world will be healthier and happier because 
he has lived. 
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out what was the matter with thousands of 


HOOKWORM CAMPAIGN IN 
ALABAMA. 


Dr. William H. Sanders, State Health Of. 
ficer; Dr. William W. Dinsmore, State Di. 
rector of the Hookworm Campaign, and three 
assistant directors, viz: Dr. T. Frazer Opr, 


_Dr. W. W. Perdue and Dr. E. V. Caldwell, 


constitute the executive and field force ac 
tively engaged in the work. The ability of an 
executive officer is chiefly displayed in his se- 
lection of subordinates, and their fitness is 
demonstrated by the degree of success they 
attain. In this instance the results have been, 
so far as the effort has been extended, all that 
could be desired. 

The plan is to secure first the approval and 
co-operation of the county medical societies 
where the work is to be done, and then the 
assistance of the county officials. Money is 
the test of sympathy and in this instance the 
money has been appropriated when asked for. 
In the fourteen counties covered at the time 
the Journal received its information, not one 
county court of commissioners has failed to 
respond favorably to the petition from the 
directors for funds with which to fight the 
hookworm. This is because. of the previous 
education concerning the parasite, due prima- 
rily to Dr. Chas. Wardell Stiles and his per- 
sistent work, and next the energy and talent 
displayed by Dr. Dinsmore, who has accom- 
plished immense improvements in the territory 
which he has thus far been enabled to cover 
with the aid of his able assistants. He has 
distributed numerous leaflets of a practical 
character that must have great effect in edu- 
cating the people of infected localities. 

Under the direction of Dr. Dinsmore and 
his assistants the effort has been thoroughly 
systematized. Children from six to eighteen 
years of age have been inspected in and out of 
school and taught the nature of the danger 
of soil pollution ; lectures illustrated by lantern 
slides have entertained and convinced the 
parents and other “grown-ups;” free dispet- 
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saries for diagnosis and treatment of hook- 
worm have been established at convenient 
points in the counties worked, and it has in 
every way possible been made easy for suffer- 
ers to find relief and restoration to health. In 
all these matters Dr. Dinsmore and his official 
assistants have been constantly active and suc- 
cessful. Under his direction the pioneer 
worker in the counties was Dr. H. G. Perry, 
who, with Dr. T. Frazer Orr, opened the cam- 
paign in Houston county. Dr. Orr established 
a dispensary at Dothan, while Dr. Perry ex- 
tended the work to adjoining counties. 

Alabama will owe Dr. Dinsmore and his co- 
workers a debt that no mere money reward 
can repay when her infected, languid citizens 
have been restored to their full life and vigor, 
able and ready to perform their duty to 
humanity and the State. It is almost like wit- 
nessing a resurrection to see whole neighbor- 
hoods that had been marked by apparent indo- 
lence and inefficiency suddenly springing for- 
ward to seize the tools of industry and the 
opportunities for improvement. Nothing ex- 
actly like the modern crusade against hook- 
worm has ever before been witnessed in the 
history of humanity, and future generations 
will honor the memory of Stiles and his fol- 
lowers, among whom the name of Dinsmore 
will brightly shine. 


WHO UNDERMINES RELIGIOUS 
FAITH? 

The Kentucky Medical Journal of February 
I, 1913, publishes an article by Dr. W. L. 
Heizer, of Bowling Green, State Registrar of 
Vital Statistics, which is full of “food for 
thought.” He claims, for instance, that the 
record of illiteracy in any state is also an index 
to the morbidity from typhoid and other pre- 
ventable disease, and that therefore education 
is the handmaid of sanitation. 

He also protests against the conventional 
Practice of charging Divine Providence with 
the slaughter of innocents whose deaths 
spring from maternal or other errors. The 
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following extract expresses a thought that has 
often invaded the consciousness of the writer: 


“The time has come when the minister must break 
away from the time-worn and conventional funeral 
service in which consolation is given the bereaved 
ones by stating that it is God’s will that some young 
mother or son, father or daughter, or helpless infant 
should be poisoned by eating or drinking the bodily 


excretions of some one ill of typhoid fever, or 
dysentery. Such untruths as these proclaimed to 
thousands in distress work possibly the greatest 
hardship of all upon those who are trying to lower 
the sick and death rate of a people. The writer 
was compelled to listen to statements like these at 
the funeral service of a year-old baby when 24 
hours earlier he had worked for hours trying to 
remove from its stomach cabbage, tomatoes and 
beans that had been fed to it by an ignorant mother 
contrary to medical advice.” 

The day of the atheistic physician is past. 
The few who still disbelieve in the existence of 
a guiding intelligence in creation may be 
classed with the antirabists and antivaccina- 
iionists as impervious to reason. The man 
who can trace the unerring ascent of living 
forms, from the simplest but inexplicable 
amoeba upward through its long succession 
of developments and associations until it 
reaches the mammal, and still ascribe to time 
and accident, under whatsoever _ scientific 
names, the marvelous result, denying either 
guidance or intention, has a mind either too 
great or too small for logical deduction. 

Hence the physician of today may be an 
agnostic, but not an atheist. Yet when he 
hears a clergyman consoling the mourners for 
the loss of a young mother, on the grounds that 
God called her, when he knows that she was 
poisoned with venereal disease by her husband, 
or with typhoid with the infected water of a lax 
municipality, he fells a sense of momentary 
hostility to a doctrine that thus hides the truth 
and paves the way for further slaughter. 
Nevertheless truth is, must be the basis of re- 
ligion, and the day will surely come when 
clergymen will have the knowledge and the 
courage to proclaim it under all circum- 
stances. 

Meanwhile it is not the physician of today 
whose words undermine religious faith in the 
minds of thoughtful men. 
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THE SANITARY PRIVY A SUCCESS. 

Readers of this JouRNAL have several times 
been urged to favor the establishment of so- 
called sanitary privies wherever sewerage was 
not available. A recent experience of the 
health officers of Wilmington, N. C., demon- 
strates the effectiveness of that principle in 
preventing a threatened spread of typhoid 
fever. 

In that city there has been, for a number of 
years, an average number of 200 cases annu- 
ally. The greatest frequency of cases was in- 
variably during the time of year when flies 
are most abundant. A new health department 
in Wilmington took hold of affairs on June 
I, 1911. At that time there was an epidemic 
of typhoid which was rapidly spreading. The 
officers supplied infected families with water- 
tight steel cans of disinfecting fluid. A similar 
can was furnished, when needed, to receive the 
disinfected secretions. This can was kept in 
an outbuilding screened from flies, and emptied 
and cleaned by the city without cost to the 
citizens. It was the screened, sanitary privy 
in principle, and was a substitute for them 
where they: could not be installed. As a re- 


sult only about 60 cases occurred during the’ 


months of May, June, July, August and Sep- 
tember, 1912, when during the same months 
of 1911 there were 250 cases. The chief health 
officer, or superintendent, Dr. Charles T. 
Nesbitt, thinks there must be a large number 
of typhoid carriers in Wilmington, and as 
there are some 3,000 surface privies in the 
city, the question of screening and sanitary 
management is very important. 


PROBLEMS OF THE SOUTH. 


This office has been favored by Dr. John L. 
Jelks, of Memphis, with a copy of an address 
with the above title, which he delivered at 
Jonesboro, Ark., October 8, and at Paragould, 
Ark., December 4, 1912. 

The article is devoted principally to the 
sanitation of railroads, their cars, their rights 
of way, buildings, etc., and he demonstrates 


that it pays such huge corporations to see 
that their premises, from one end of their line 
to the other, are sanitary and attractive. He 
shows that where the depot is a blotch on the 
landscape and a menace to health, the em- 
ployes lack the health and spirit required for 
full efficiency. He speaks of how Miami and 
Palm Beach, once desolate resorts of alliga- 
tors and snakes, have been rendered sanitary 
and beautiful by Flagler, thus profiting him 
over half a million dollars. He speaks of the 
fly in a way to add shudders of nausea to the 
resentment we already feel at his intrusion, 

He is an ardent advocate of government aid 
in sanitation work, and though a good South- 
erner, is not afraid the doctrine of “states” 
rights” will be annihilated thereby. The ad- 
dress is a good, strong, ringing appeal to his 
fellow citizens everywhere to wake up and 
join the crusade against flies, mosquitoes and 
dirt. The JouRNAL does not know his polities 
—politics in Tennessee are, as the darky said 
when they hauled him out of .the wrong 
chicken house, “powerful mixed”—but as far 
as medicine, energy and sanitation go, Dr. 
Jelks is certainly a Progressive. 


BOOK REVIEWS 


MAN’S REDEMPTION OF MAN. 


A Lay Sermon by William A. Osler. 50 cents net. 
Published by Paul B. Hoebner, New York, 1912. 
This is an address which was delivered to the stu- 

dents of the University of Edinburgh, in connection 

with the Edinburgh meeting of the National Assoeia- 
tion for the Prevention of Tuberculosis. The text 
is from Isaiah, and is of a most cheerful character. 

In the sermon Dr. Osler proclaims that “the great- 

est glory is that the leaves of the tree of science have 

availed for the healing of the nations.” He refers 
eloquently to the discovery of surgical anesthesia, but 
ascribes “the new Prometheus” to the Massachu- 
setts General Hospital, ignoring its earlier applica- 
tion by a Southern doctor. As may be inferred from 


the above, the “redemption” is physical and not spir-. 


itual. The monograph, though eloquently phrased, 


teaches nothing not already known to all physicians, : 


and indeed to the general public. 
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NARCOTICS. 

The thing which above all other physical ills is 
dreaded by humanity is pain, severe, continued pain. 
Therefore any medicament that can destroy pain is 
of vast importance to humanity. Such a drug is 
called a narcotic, a misnomer, as narcotic really 
means a sleep producer, and many drugs that cause 
sleep do not relieve pain. Anodyne would be a bet- 
ter name, and it is sometimes used, but usage has 
assigned to it a significance second to that of the 
word “narcotic.” 

A narcotic is, in fact, a drug that primarily relieves 
pain, and, secondarily, tends to induce sleep. In this 
class are described some of the most important drugs 
in the materia medica, and chief among these is 


OPIUM. 

In various countries, principally in Western Asia, 
grows a poppy called Papaver somniferum, bearing a 
few white or violet colored flowers. In the heart 
of each is an oval ball, or capsule, containing a juice 
which has been a blessing and a curse to mankind, 
over which nations have warred and which today is 
a source of legislation in every civilized country. 
When, about the first of March, the white or purple 
petals fall, these capsules are gashed with sharp 
knives, the juice exudes in the shape of a sticky, 
white semifluid, and is scraped off and carefully pre- 
served. This is opium. Its value in medicine may be 
judged by the fact that over twenty different prepara- 
tions, derivatives and combinations, depending upon 
some or all of its many alkaloids for efficiency, are 
listed as suitable for prescription. 

Opium contains over thirty different substances, 
of which nearly twenty are classed as alkaloids. Of 
the alkaloids five possess properties that render them 
important in medicine. They are morphine, codeine, 
narceine, narcotin and thebaine. The principal one 
is morphine, and upon the percentage of this alkaloid 
found in each sample of opium is its value based. 
Opium containing less than 9% of morphine is under 
the standard. Samples have been found carrying as 
low as 2 and as high as 22%, thus rendering an assay 
necessary before appraising the drug. 

Opii Pulvis, Powdered Opium, contains 12%, and 
the dose is 14 to 2 grains (0.015-0.12 gm.). 

Extractum Opii, Extract of Opium, morphine 20%. 
Dose 1-6 to 1 grain (0.01-0.06 gm.). 

Opium Deodoratum, Deodorized Opium, Denar- 
cotized Opium, 12% morphine. Dose, % to 2 grains 
(0.015-0.12 gm.). 

Opium Granulatum, Granulated Opium, 12% mor- 
Phine. Dose, % to 2 grains (0.015 gm.). 


THERAPEUTICS. 


THERAPEUTICS. 


Pilulae Opii, Opium Pills, each containing 1 grain 
(0.06 gm.). Dose, one or two pills. 

Pulvis Ipecacuanhe et Opii, Powdered Ipecac and 
Opium, Dover’s Powder. Ten grains contain 1 grain 
each of ipecac and opium. Dose, from 3 to 10 grains 
(0.19-0.77 gm.). 

Tinctura Opii, Tincture of Opium, Laudanum. Con- 
tains 10% of opium or I grain to 10 drops, approxi- 
mately. Dose, 5 to 15 drops (0.3-1.0 cc.). 

Tinctura Opii Camphorata, Camphorated Tincture 
of Opium, Paregoric. Contains % grain (0.016 gm.) 
of opium to the teaspoonful. Dose, 30 drops to half a 
fluid ounce (2.0-15.0 cc.). 

Tinctura Opii Deodorata, Deodorized Tincture of 
Opium, 10%. Dose, 5 to 15 drops (0.3-1.0 cc.). 

Tinctura Ipecacuanhe et Opii, Tincture of Ipecac 
and Opium, Tincture of Dover’s Powder, 10% opium. 
Dose, 5 to 15 drops (0.3-1.0 cc.). 

Vinum Opii, Wine of Opium, 10% opium. Dose, 
5 to 15 drops. ; (0.3-1.0 cc.). 

Morphina, Morphine. Colorless or white, shining 
crystals, or crystalline powder, odorless, bitter, solu- 
ble in 330 parts of water. It is seldom used in med- 
icine, its various salts being so much more available 
on account of their ready solubility. 

Morphine Acetas, Acetate of Morphine. A white 
crystalline or amorphous powder, with a bitter taste, 
readilly soluble in water, less so in alcohol. Keep 
in amber-colored bottles, well stoppered. Dose, % 
to % grain (0.008-0.015 gm.). 

Morphine Hydrochlorus, Hydrochlorate of Mor- 
phine. White, feathery needles, or minute crystals. 
Soluble in 18 parts of water. Dose, % to % grain 
(0.008-0.015 gm.). 

Morphine Sulphas, Sulphate of Morphine. White, 
feathery, acicular-crystals, of silky luster or in cu- 
bical masses, odorless, bitter. Soluble in 16 parts of 
water or 465 of alcohol. Dose, % to % grain (0.008- 
0.015 gm.). 

Codeina, Codeine. Nearly translucent, colorless 
prisms, or octahedral crystals, or a crystalline powder, 
Bitter; soluble in 88 parts of water and 2 parts of 
alcohol. Dose, % to 2 grains (0.03-0.12 gm.). 

Codeine Phosphas, Phosphate of Codeine. A white, 
crystalline, bitter powder. Soluble in 2 25-100 parts 
water, 26 of alcohol. Dose, %4 to 2 grains (0.03-0.12 
gm.). 

Codeine Sulphas, Sulphate of Codeine. This alka- 
loidal salt comes in long, white crystals, soon efflor- 
escing to a white powder. It is soluble in 30 parts 
of water and 6 25-100 of alcohol. Dose, % to 2 
grains (0.03-0.12 gm.). 
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Liquor Morphine Sulphas, Solution of Morphine 
Sulphate, Magendie’s Solution. Sixteen grains of the 
morphine and three drops of carbolic acid are dis- 
solved in I ounce of water. (1.06 gm.-0.19 cc. to 30.0 
cce,). Eight drops contain % grain of the morphine. 
It is suitable for hypodermatic use. 

Heroin Hydrochlorate. This is a bitter, white, 
crystalline powder, readily soluble in water. Dose, 
I-24 to I-6 of a grain (0.0027-0.010 gm.). 

The foregoing named substances, though not all 
that are derived from opium, comprise those that are 
practically in general use. It is not simply for con- 
venience in dosage or disguise of taste that so many 
different preparations of opium are compounded. Ex- 
perience shows that persons whose idiosyncracies pre- 
vent their using one preparation can use some other 
without discomfort. 

Children are far more susceptible to opiates than 
is ‘represented by the ordinary rules of dosage, and 
should be given it with great care. Opium or mor- 
phine is the remedy for severe pain. Lesser pains 
are often overcome by salts of codeine or by some 
of the synthetic analgesics already described. The 
hypodermatic method is best for such cases, being 
quicker and having less effect upon the digestion. 

In diseases of a painful character opium is often 
needed, and in inflammation of the perioneum, pleura 
and pericardium it is indispensable. Jn neuralgias of 
a recurrent type it is a very unsafe remedy. The re- 


‘lief it affords is so “heavenly” that it will be de- 


manded with each recurrence with the inevitable re- 
sult of establishing the miserable habit. However, 
no matter what may be the cause of the pain, if it 
be severe, and we have exhausted all the means at 
our disposal to overcome it, it would be criminal 
cruelty not to give the sufferer the relief that is with- 
in our power. The passage of gall-stones through 
the duct, or of calculi through the ureters, demands 
the relief of morphine. 

In a word, any severe pain that cannot be relieved 
by other means must be given opium or its deriva- 
tives in some shape or other. Opium dries up all the 
secretions save those of the skin and kidneys. Its 
ingestion, therefore, is to be avoided if possible. It 
is sometimes desirable to diminish secretion, as when 
there is serous: diarrhoea, and then the opium is 
especially suitable. as it also quiets the peristaltic 
movements of the intestines. In spasmodic conditions 
like asthma, in irritable coughs. in shock from in- 
jury, in the restlessness of continued fevers, in the 
sleeplessness caused by pain or anxiety, in all these 
and many other conditions opium is a happy relief, 
and should be used with great caution, because such 
conditions, particularly asthma, are for many the 
cause of opium habitues. For ordinary sleeplessness 


it is not suitable, requiring large doses to overcome 
the excited nervous condition that small doses would 
aggravate; would cause constipation, and, if success- 
ful, would be the first step to a habit. 


Dover’s powders is a convenient preparation in chil- 
dren’s cases and in any cases where it is desirable at 
the same time to secure quiescence and cause per- 
spiration. Heroin is suitable for cough mixtures, 


the smallest dose mentioned being sufficient. Pare- 


goric is the form most acceptable to the stomach, 
and is often af ingredient of mixtures for checking 
diarrhoea. A full dose at bedtime is said to abort a 
cold. 

Where patients are compelled to have repeated in- 
jections of an opiate for any length of time the phos- 
phate of codeine should be used if possible instead 
of morphine. Its ready solubility adapts it to hypo- 
dermatic use. The hypodermatic injection of % grain 
of morphine sulphate (0.01 gm.) with 1-200 grain of 
hyoscine hydrobromate an hour before beginning to 
administer a general anesthetic is claimed by many 
to diminish the amount of the latter requisite for 
anesthesia and to reduce shock. 

It would seem advisable to add cactin to such a 
prescription for its cardiac support. The same com- 
bination is becoming a favorite with some obstetri- 
cians, who claim that it greatly diminishes the pains 
of labor without lessening their efficiency, and deny 
that any sequela have yet been developed. At this 
time there is an unnecessarily heated dispute between 
the advocates and opponents of this practice. Time 
will inevitably show the truth and wise men can 
wait. 

In order to guard against causing the opium habit 
in any patient, one should print or write upon every 
prescription containing the drug or its narcotic de- 
rivatives: NON REPETATUR. Then, if the drug- 
gist repeats the prescription, the guilt is his. Never 
under any circumstances should one teach a patient 
how to use a hypodermic syringe. It leads inevita- 
bly to the habit, no matter how confident or how 
strong willed the sufferer may be. There are cer- 
tain temptations that human nature cannot resist, 
and the use of convenient means to allay pain is 
one of them. When the case is that of a very old 
persons, or is one of unavoidably fatal ending, as 
inoperable cancers, it is different. Then no harm 
would be done. 

In prescribing an opiate the alkaloids are generally 
to be preferred over the solid or powdered forms, 
on account of the opposing elements they may con- 
tain in unknown quantities. Two of these, narceife 
and narcotine, are said by investigators to have pow- 
ers more like those of strychnine than of morphine. 
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ARKANSAS. 

Five deaths from spinal meningitis, with three other 
cases still living, reported February 25 from Jackson 
County, near Swifton. County Judge C. B. Coe 
promptly sent two physicians to the district to vac- 
cinate those who had been exposed. 

The American Medical Life convention met at Hot 
Springs Wednesday, February 25. 

The Sevier County Medical Society has elected 
the following officers for the ensuing year: Dr. W. 
E. Wisdom, president; Dr. R. L. Hopkins, vice-pres- 
ident; Dr. C. E. Kitchens, secretary-treasurer. 

Dr. J. L Greene, superintendent of the State Hos- 
pital for Nervous Diseases, on a receni Sunday ad- 
dressed the Socialist party at Moose Hall, Little 
Rock, on “What Causes Insanity ?” 

The physicians of Pike County recently organized 
a County Medical Association Officers, Dr. W. J. 
Slaughter, of Delight, president; Dr. W. P. Baker, 
of Rosboro, vice-president; Dr. B. Q. McClure, of 
Glenwood, secretary-treasurer. The society plans to 
have uniform fees for attending patients. : 

The Hoxie High School, at Imboden, has sus- 
pended operations on account of an outbreak of 
scarlet fever. 

GEORGIA. 

The Richmond County Medical Society is enjoying 
a revival of interest on the part of its members. 
It is pursuing a post-graduate course of study. 

The Augusta Board of Health is taking active 
steps preparatory to the extetfmination of the mos- 
quito. It also urges the arrest of persons guilty of 
“spitting” in the street cars. 

The Augusta Medical College, Medical Department 
of the University of Georgia, is rejoicing over its 
admission to membership in the American Associa- 
tion of Medical Colleges. This is the fifth medical 
school in the South that has attained this highest 
rank, namely, one at Richmond, Va., Vanderbilt, Tu- 
lane, Alabama and Georgia. 

It is expected that the Medical College at Augusta 
will add another year, the fifth, to its medical course, 
beginning next September. 

The City Physician of Augusta, Dr. Chambliss, is 
trying to have a “cleaning-up” day established. He 
has already had a thorough domiciliary inspection. 


KENTUCKY. 

The Louisville Health Committee of the Board of 
Councilmen are considering the effect of the new 
“contagious disease ordinance,” which adds trachoma, 
infantile paralysis and ophthalmia to the diseases to 
be placarded by the health officers. Also the ordi- 


SOUTHERN MEDICAL NEWS. 


SOUTHERN MEDICAL NEWS 


nance providing for the candling of eggs every four 
days. 

Dr. Roy F. French, of Baltimore, assumed his 
duties as recently elected secretary of the State Tu- 
berculosis Commission at Frankfort, March 1. 

Dr. B. L. Bradley, of Paducah, has sued the estate 
of R. M. Allen, deceased, for $15,009, alleged to be 
due for professional services rendered Mr. Allen 
from May 1, 1911, to November 1, 1912. The jury 
awarded him $5,000. 

Dr. Harris Kelley, of Jefferson County, has re- 
turned to his old home after two years of health- 
seeking in Colorado. He is entirely well. 

The State Board of Health has sent two micro- 
scopists from the Rockefeller Institute to Hopkins- 
ville to examine patients for hookworm in the West- 
ern Kentucky Hospital. They are the Misses Fen- 
wick, sisters, who are experts concerning all intes- 
tinal parasites. 

LOUISIANA. 

The City Council have authorized Mayor J. H. 
Eastham to appoint a vice commission, consisting of 
professional and business men, the mayor, commis- 
sioners of public safety and chief of police, to in- 
vestigate local conditions. 

The new addition to the Society Francaise Hospital, 
costing $100,000, was formally opened Sunday after- 
noon by the French consul, Henri Leduc, assisted 
by Mayor Behrman. It is situated at St. Anne and 
Roman streets, New Orleans. 

In New Orleans the hotels, department stores, rail- 
road offices, restaurants and the Greek shoe-shine 
parlors in the business district were placarded with 
anti-spitting signs one morning recently. 

Charity Hospital on Wheels. Dr. Oscar Dowling 
yesterday laid plans for such an undertaking before 


' the State Board of Health and secured their en- 


dorsement for the same. 
SOUTH CAROLINA. 


The Medical College of South Carolina, estab- 
lished in 1803, was raised to the B class by the 
Council on Medical Education of the American Med- 
ical Association at its recent session in Chicago. 

Dr. W. G. Houseal, of Newberry, whom Gov.. 
Blease recently named to succeed Dr. J. W. Babcock 
as superintendent of the State Hospital for the 
Insane, and whom the Senate declined to confirm, 
was not a candidate for the place. 

The annual meeting of the Laurens County Med- 
ical Society was held on Monday, February 24, at 
the offices of Drs. Ferguson and Teague. The next 
meeting will be at the same place Thursday, March 
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27. The officers for the ensuing year are: Dr. J. H. 
Teague, of Laurens, president; Dr. Isadore Schayer, 
of Laurens, vice-president; Dr. T. F. Klugh, of 
Cross Hill, secretary-treasurer. 

On February 25, at Gaffney, the Cherokee County 
Medical Association was reorganized and the fol- 
lowing officers elected: Dr. J. T. Darwin, presi- 
dent; Dr. Mason W. Smith, vice-president; Dr. Vic- 
tor Roberts, secretary. Future meetings will be held 
at 2:30 p.m. on the first Tuesday in each month. 

Dr. George T. Tyler has opened a hospital for 
surgical cases in Greenville, S.C. Ample number 
of beds. 

TENNESSEE. 

Dr. Olin West has just returned to Nashville from 
East Tennessee, where he has been fighting hook- 
worm. He reports that the mountaineers are doing 
all they can to assist the medical officers. 

The Tennessee State Medical Association will meet 
at Nashville April 8-10.. Extensive preparations are 
under way. 

Mrs. S. M. Hawkins, mother of Dr. Hermon 
Hawkins, of Jackson, died rather suddenly at Sena- 
tobia, Miss., February 27. The remains were brought 
to Jackson for interment at Riverside. 


TEXAS. 


Dr. George R. Tabor, of Dallas, has started for 
Coatzacoalcos, Mexico, to assume the duties of 
acting assistant surgeon, U. S. P. H. and M. Service, 
to which position he was recently appointed by the 
Secretary of the Treasury. 

Dr. O. H. Judkins, of the State Board of Health, 
has installed a clinic and dispensary in the Harris 
County court house, at Houston, where examinations 
for hookworm will be made every day from 9 to 12 
a.m. and from I to 5 p.m. The treatment is free. 

The Harris County Medical Society at Houston 
will entertain Dr. Oscar Dowling at luncheon during 
his visit to the Social Welfare convention. 

The second of a series of four talks was recently 
given to the men of Galveston at the Y. M. C. A. hall 
by Dr. J. J. Terrill, of the State Medical College. 


MISSISSIPPI. 


Dr. W. S. Leathers, director of the Public Health 
Board of Mississippi, represented his State at the 
recent meeting of the A. M.-A. Council on Medical 
Education and Legislation, which met in Chicago. He 
also attended the meeting of the Federation of State 
Medical Boards as the official delegate from Mis- 
sissippi. 

Dr. S. W. Johnston, County Health Officer of 
Warren County, reported a case of meningitis in 
Vicksburg on the 24th of February. 


The State Board of Health, represented by Dp 
H. H. Howard and a corps of assistants, have Degun 
a sanitary campaign in Grenada County. It includes 
diagnosis and treatment of hookworm. 

The Hinds-Rankin County Medical Associatigg 
recently organized at Jackson. Dr. R. S. Curryg 
president, Dr. J. H. Fox, secretary-treasurer, 

A Tri-County Medical Society, including Ta 
Panola and DeSoto counties, was organized at Sem. 
tobia February 5. Dr. M. C. Ellis is president and 
Dr. D. C. Laverne, secretary-treasurer. 

Dr. L. H. Howard, of Jackson, was robbed neg 
his home February tro. 


VIRGINIA. 


In Staunton twenty-three physicians have registered 
with Clerk Argenbright, in compliance with a ney 
statute. Sixteen others registered with Clerk Bur 
nett. These who fail to register by March 1 ap 
barred from practice. 

Some time ago little 4-year-old Robert Lionel Le 
Masurier died as the result of a drug clerk’s erroriy 
substituting bichloride of mercury for the mild chle 
ride in a prescription which was sent by telephone 
The physician who sent the prescription swears that 
he used the word-calomel and not mild chloride; that 
he never designates calomel by any other name 
Other physicians and other druggists support his 
statement. 

An epidemic of typhoid fever now raging in Front 
Royal has caused the closing of the Ardleigh College 
for Girls and the Front Royal School. The Rar 
dolph-Macon Academy has not yet closed. The cause 
is impure water. 

The Norfolk Health Department has required every 
stable in the city to build a water-tight, flyproof bin 
for manure. They also demand the use of some soft 
of insecticide daily in all stables. They have taken 
extraordinary precautions against typhoid fever for 
the coming summer. 

PERSONAL. 

This JourNAL, reporting the approaching meeting 
of the Congress of American Physicians and Sat 
geons, to be held in Washington, D. C. May 0% 
1913, understanding from reading the circular ai 


nouncement of that organization that Dr. Henry B» 


Coe, of New Orleans, is President of the Americal 
Dermatological Association, so stated on page 2% 
of the March number. From subsequent advices we 
infer that the statement was erroneous, and that the 
honor still adorns the worthy brow of our wer 
known friend and fellow medical editor, Dr. Isadore 
Dyer, of New Orleans. — 

The Journat takes this opportunity to urge all 
Southern physicians who can attend, to do so 
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The Myocarditis 


of Tuberculosis, 


so frequently encountered, especially in the 
advanced stage of the disease, 
May be controlled with the aid of 


DIGALEN 


“the Standard Digitalis Preparation” 


) The d of Digalen 

erk Bur. S of each case. Average dose 

up- a ts 

ond Digalen. Sample on request. 
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Colle BACTERINS 

he Ran- 
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ed every 39 DIFFERENT PREPARATIONS 
root bin f Put up in 1c. c. glass sealed ampules 
yme soft Package, 6 ampules, any variety, $1.50 


ve taken Dr. Sherman’s New Book 


ever for Devoted to the practical application of Bac- 
terins. Cloth bound, 336 pages. 


Price $1.50 
The Bacterial Therapist 
A 24-page monthly journal devoted exclu- 
sively to Vaccine Therapy. Free for one 
year upon request. 
The Latest Development in Bulk Package 
18 cc. for 


ANTISEPTIC PACKING 


Patent applied for 


G. H. SHERMAN, M.D. 


Write for Literature. DETROIT, M CH 
4 U. S. License No. 30 
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THE WHITE CO. IS A SPECIALI§T ON 


AMBULANCE, MUNICIPAL AND GOVERNMENTAL work and - s hundreds of its vehicles 
in this class of service. § 

THE MOTOR AMBULANCE has been a revelation to Municipa d Private Hospitals and 
Private Sanitoriums. 


SPEED—Making hospital calls in one- 
: : RAPID ADOPTION BY HOSPITALS OF 
third the time of horses. NATIONAL REPUTE BEST EVI- 
DENCE OF QUALITY, 
COMFORT—Superior to the most luxu- - 
rious cars, and not to be men- City of Nashville... ene Lay Tennessee 
omeopathic, Hospital.......... Buffalo, N. Y. 
ambulances. City of Wall River... Massachusetts 
IENCE— i with adjust- ersey City Hospital.............2 ew Jersey 
ible spring beds and stretchers, Lying-In Hospital ........... New York City 
doors at patient’s head, hot and 
2 orwegian Deaconess Hospital, New Yor y 
cold water, register heat, elec Park Avenue Hospital........,..Chicago, Il. 
tric light and fan, making operat- Red 
; a St. ancis Hospital.... -Newark, N. J. 
ing not only possible but conven St. Francis Hospital........ “Pittsburg, P. 
ient. Scranton Road’s Hospital........ Cleveland, O. 
State South Dakota.......... Yankton, S. D. 
compared to horses, and when yo assachusetts 
idle, nothing. Will save its cost And hundreds cf private owners, 


in several years. 


IF your city is going to buy an ambulance write us for specifications. 


IF A PRIVATE HOSPITAL needs an ambulance. public-spirited citizens are always at 
hand to furnish the funds. Give us their names. We will contribute ourselves. 


IF YOUR SANITORIUM needs one, write us. ; : 


THE WHITE COMPANY 
CLEVELAND, OHIO 


Please mention The Southern Medical Journal when you write to advertisers, 
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Illustration of “Graduated Kelene” Tube. Price $1.60 
RIES BRQS,, 


& 
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AUTOMATIC CAP 
=~ NO EFFORT 
2 NO LOSS OF TIME 


(Half Length) Style No. 14. Price, .5 0 


For Local and General Anaesthesia 


Sole Distributors for the United States 


New York - Rahway - St. Leas 


& 
OF CHEMICAL PRODUCTS 


MERCK & CO., :-: 
LABORATORY DIAGNOSIS 


This Laboratory is fully equipped to perform all types of research, micro- 
scopic and analytical work for Physicians. Wassermann tests. Complement- 
fixation test for gonorrhoea. Auto-vaccines prepared. Stock vaccines. fur- 
nished. All investigations made by laboratory and clinical experts. Fee tables 


on application. 


Wassermann Test for Syphilis............ $10 00 Complement-Fixation Test for Gonorrhoea. .$10 00 
Urinalysis, chemical and microscopical...... 1.50: Sputum and: I 00 
Widal Test too Blood Count and hemoglobin.............. 3 00 
Tissues, pathological examination.......... 5 00 Differential Count or Malaria.............. I 00 


Stock Vaccines, per dozen................. Autogenous Vaccines..................... 


In response to the frequent requests of the profession, we have established a sep- 
arate department of instruction in all branches of Clinical Diagnosis, embracing 
Clinical Chemistry, Pathology and Bacteriology. Write us for information. 


CHICAGO LABORATORY 
8 NORTH STATE ST. CHICAGO TEL. RANDOLPH 3610 
RALPH W. WEBSTER, M.D., Ph.D., Director Chemical Department; THOMAS L. DAGG, M.D., 


Director Pathological Department; C. CHURCHILL CROY, M.D., Director Bacteriological De- 
partment; ALYS B. CROY, M.D., Assistant. 
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50% Better 
Prevention Defense 


Indemnity 


1 All claims or suits for alleged civil malpractice, error or 


mistake, for which our contract holder, 

2 Or his estate is sued, whether the act or omission was his 
own 

3 Orthat of any other person (not necessarily an assistant 
or agent) 

4 All such claims arising in suits involving the collection of 
professional fees 


5 A\ll claims arising in autopsies, inquests and in the 

prescribing and handling of drugs and medicines. 

6 Defense through the court of last resort and until all legal 
remedies are exhausted 

7 Without limit as to amount expended. 

8 You have a voice in the selection of local counsel. 


9 If we lose, we pay to amount specified, in addition to 
the unlimited defense. 


10 The only contract containing all the above features and 
which is protection per se. A sample upon request. 
The MEDICAL PROTECTIVE CO. 
of Fort Wayne, Indiana 
Professional Protection, Exclusivelw 
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REGULIN“™ WAFERS 


As some patients dislike the peculiar sensation of sh ¢ 
Regulin in their food, we succeeded in b ae 


aking it into. 


delicious tasting Wafers. Ideal for Women and Children 


and during travel. 


REGULIN as a harmless bowel regulator and correcti 
agent of the most frequent and distressing disorder 


CHRONTC CONSTIPATION: 
is a complete success, evidenced by an avalanche of vole 
untary expressed m opinions, 
Regulin shredded, Retail 50 cents 
price, 3 for $1.00 del. 
per box. Physicians price, 3 for 60 cents, del. 

THE REINSCHILD CHEMICAL Co. 
71 BARCLAY STREET tel NEW YORK City 
Samples and Literature Supplied ; 


PEARSON 


FOR THE TREATMENT OF 


Drug Addictions 


Avoidance of shock and suffering enables us to | 
treat safely and successfully those extreme cases | 


of morphinism that from long continued heavy 


doses are in poor physical condition. 


BONNER ROAD, BALTIMORE, MD. 


First Class Modern European 
Popular Price 


Jewell Hotel 


HIGBY & PHILLIPS, Preps. 


We bespeak for your patronage] 


15 to 19 East Fifth St. 
ST. PAUL, MINN. 


ANSWERS TO QUESTIONS. 


PRESCRIBED BY 


MEDICAL STATE BOARDS. 
B 
Robert B. om M.D. 


Fourth edition, 8vo, 776 
pages; price, $3.75 net, pre 
paid. 

Only original state board 
book, not an imitator. Has. 
real questions asked, With ae- 
curate answers by specialists. 
JNO. JOS. McVEY, Publisher, 

1229 Arch Street, 
Philadelphia, Pa. 


EVERY COAT WE TURN OUT A WINNER. 


Physicians’ coats for professional use. Made of 
Ms white or sixty other shades of washable materials 


Made to measure. 
parts of the world. Our “Swatch Card 
materials, styles and prices, upon 
D Gowns, Smoking Jackets, Bath Robes anéy 
Hospi Uniferms a Specialty. 
WEISSFELD BROS. 
Manufacturers of PHYSICIANS’ COATS, 
“The kind they all admire.” 
(15K Nassau St.. New Yerk. 


Care TOURO INFIRMARY, New Orleans, La. 


Drs. Kohlmann & Shlenker 


Beg to announce that beginning November a 


the first they will offer a course in 


Clinical Gynecology and Cystoscopy 


For particulars address 


r box, Physici 
Regulin Wafers, Retail 2 
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| These trade. mark liggs on package 
Ki VER TROUBLES 
RA STRICT DIET 
| Unlike othg? go: sk yo physician. 
j Leading ers. or safle, write 
FARWELL & RHINES, Watertown, N. Y., U.S.A. 
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The STORM Binder and Abdominal Supporter 


A Supporter in Harmeny with Modern Surgery and Valuable in 
Visceroptosis. No Whalebones. Elastic, yet no Rubber Elastic. 


Washable as Underwear. Flexible, durable, light, comfortable. 
1S ADAPTED TO USE OF MEN, WOMEN, CHILDREN AND BABIES. 


The Storm Binder may be used as a speciaf. suppert in cases of prolapsed kidney, 
stemach, colon, relaxed sacro-ilias articulations and in hernia; as a general supporter in 
pregnancy, cbesity and general relaxation; as a Post-Operative binder after operations 
upon the kidney, stomach, bladder, appendix, and pelvic organs, and after plastic oper- 
ation and in conditions of irritable bladder, to support the weight of the viscera. 

Send for illustrated Folder giving Styles, Prices and Testimonials of physicians. 


Mail Orders Filled Within 24 Hours on Receipt of Price. 


Inguinal Hernia. Modification. KATHARINE L. STORM, M.D. 1541 Diamond St., Philadelphia 


PRIDE OF THE KITCHEN | way to favor 
SCOURING SOAP 


The popularity of the 
; : Pride ot the Kitchen 
Scouring and Washing Powders Scouring Soap and Powders 
N sours increasing. They are second to 


have been for many years We want Hospitals and Public Build- 


ings to use them. Write to us for prices, sam- 
used by the U. S. Government Officials wish, ate. We 


THE PRIDE OF THE KITCHEN COMPANY STREET 


BROOKLYN, N 


QUICK ACTION 
SUGGESTIONS 


Apply Chinosol solution 1:1000---gauze dressing 
BURNS tioroughly soaked---keep wet---Promptly allays the 
SCALDS pain---promotes healing---avoids pus---seldom any 


resultant scar. Worth knowing--- [ry it. 


Dissolve one tablet nmosol in tumbier hot watere-- 
PTOMAINE Drink entire contents---Expect relief in a few minutes 


POISONING = -—-Pain often entirely gone in ten minutes---Also 


worth knowing---Test it and see. 


“Aseptikons” (formerly known as Chinosol Sup- 


VAGINAL . greater antiseptic than 
ANTISEPSIS i-chloride, but non-poisonous, non-imtating, no inju 


to membranes. Indicated in cervicitis, leucorrhea, 
COMPLETE) specific and non-specific vulvo-vaginitis, in all cases 
where complete vaginal antisepsis is desired. 


CHIN@SOL CO., PARMELE PHARMACAL CO., Selling Agents, 54 South St., N.¥ 
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Nature Makes the Quality—We Insure the Purity at 
of Welch’s 4 


aN 
The general practitioner’s watchful precaution, the surgeon’s 
unequaled sanitary safeguards, make it necessary that we should be. 
give the men of your profession reasons why | 


Grape Juice 


is not only the best in flavor, the most palatable—but the 
purest article of its kind on the market. 


You constantly meet cases, Doctor, where your judgment 
suggests grape juice. 

We can assure you that there is not a missing link in our chain of en- 
deavor to make Welch's the best and purest, from the time we pay a bonus 


for the best grapes in the best vineyards, until they pass through a factory 
process which in every stage would meet the most exacting demands. 


We want to send you some literature which will be of interest to you. 


If you have never tried Welch's, say so in your request for 
literature. Give the name of your druggist, and we will 
have him deliver a sample pint bottle to your office. 


The Welch Grape Juice Company, Westfield, N. Y. 


We exercise the most scrupulous care in the manufacture of our 


Pharmaceuticals 


A bottle sealed from our laboratory is an assurance of quality within that 
would be hard to express in words; a trial only could adequately express. 


THE BEST ONLY 


PHARMACEUTICAL LABORATORY 
VAN ANTWERP BLDG. MOBILE, ALA, 


4 x XVi 
i q 
‘ i 4 
“thy | 
| 
2 
"Ve 9 
a 
— 


i 


_F LUIDEXTRACT ERGOT PM CO. 


U. S. P. VHl FORMULA 
Has been sold under a dated label for two years past. 


/ >. Medical literature contains many reports showing that liquid preparations of Ergot 
‘change and lose their efficiency with age and investigators unite in asking that the date 
of manitfacture be given on ‘the labels of these articles. 


Consider the importance of having this drug right when sold— 
how much more necessary it is that it be right when used! }} P-M 
vm dated label protects our customers. 


This dated label is evidence of our r desire to co-operate with the medical profession 
in n securing drugs that are not only pure but also at the highest point of efficiency, 


FLUIDEXTRACT ERGOT P-M Co. is supplied in 
bottles. 4-0z. bottles. bottles. Pint. bottles. - 
~~ PITMAN-MYERS CO., Chemists, 111 No. Capitol Avenue, Indianapolis, Ind. 


“oes MELLIN’S FOOD give such uniformly 
; “good results in infant feeding ? 


does MELLIN’S FOOD prove to be seh a 
satisfactory modifier of milk? 


‘does MELLIN’S FOOD meet the require- 
ments of infant RES when so many other 
methods fail? ? 


5° - One interesting and scientific‘reason which will answer, in part, the above questions is that 
*,... during the natural process of digestion a portion of the Mellin’s Food in the prepared diet is 
'<.. “occluded in the casein’as it is precipitated by. the rennet in the infant's stomach.. The occluded 
b+. Mellin's Food retains its solubility, leaving the casein soft, flocculent, sponge-like, easily permeated 
=. by the digestive juices and incapable of existing as a tough, tenacious curd. Thus. Mellin’s 
~.. Food actually modifies the character of the casein. 


=» content, are the carbohydrates that give immediate and permanent results, being ss, a and 
completely utilized to furnish ‘ene energy and to. increase body weight. 


Me Mellin’ $ Food i Boston; Mass. 
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Every medicinal elixir on our list contains exactly what. 
label says it contains. 


We cannot emphasize this point too strongly. 
When a physician prescribes one of our elixirs he does. 


upon our guaranty that the product i is canetees precisely ac 
ing to the formula. 


We don’t undervalue it an iota. We get it in our elixirs—al 
invariably—but not at the expense of manufacturing integrity. 


For therapeutic efficiency, for for 
stability, our medicinal elixirs are as near perfection as the art *@ 
pharmacy can make them. ¥ 


SPECIFY THEM ON YOUR ORDERS 
AND PRESCRIPTIONS. 
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We take the position that any sacrifice of medicinal contami 
| bility is a fraud—a fraud both physician ali 
4 to attain palatability is a frau aud upon sician ali 
; 
: le flavor in an elixir is an important desideratiia 
An agreeable flavor in an elixir is an importa ratutiiega 
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